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Children with Developmental Language Disorders 

Developmental language disorder (DLD) is a neurodevelopmental disorder with an 
estimated prevalence of 7% (Tomblin et al., 1997). Children with DLD experience severe 
di�culties in their language development and experience serious limitations in com-
munication (Bishop et al., 2017). Their ability to use words and sentences to convey mes-
sages is limited, and many children have di�culty understanding words and sentences. 
Consequently, children with DLD experience di�culties in their communicative partici-
pation, which is described as participating in daily life in which knowledge, information, 
ideas or feelings are exchanged (Eadie et al., 2018). For young children, this negatively 
impacts the interaction with their parents who are in general their most important 
communication partners. Children with DLD are at risk of poorer mental health, lower 
self-esteem, poorer academic performance and employment opportunities, and lower 
quality of life than their typically developing peers (Eadie et al., 2018; Lyons & Roulstone, 
2018; Johnson et al., 2010; Schoon et al., 2010). 

Speech and language therapy

Children with DLD can receive therapy to promote their language development and 
communicative participation, delivered by speech and language therapists (SLTs). SLTs’ 
approach can be divided into direct therapy, indirect therapy or a combination of those 
two approaches (Law et al., 2019). Direct therapy means that SLTs work directly with the 
child and parents are often present in a more passive way as advocates of their child 
(Davies et al., 2019). When working indirectly, SLTs train others, e.g. parents or teachers, 
to use language-stimulating strategies when communicating with the child (Law et al., 
2019). Speech and language therapy, direct or indirect, positively a�ects children�s lan-
guage development (Law et al., 2003). For positive outcomes in speech and language 
therapy, both parents and SLTs acknowledge the crucial role of parents. This recognition 
stems from the understanding that parents typically spend the majority of their time 
with their children (Davies, 2017; 2019) and are able to share information about the 
child�s communicative participation (Singer et al., 2022; Bruinsma et al., 2024). Also, the 
focus on parent-child interaction is essential, since the quantity and quality of parent-
child interaction signi�cantly impact children�s language skills (Hirsh-Pasek et al., 2015; 
Levickis et al., 2023; Madigan et al., 2019). As with all developmental disorders, the 
impact of having a child with DLD on parents is profound and multifaceted (Jensen de 
Lopez, Lyons et al., 2021; Novak et al., 2023). These parents often experience heightened 
levels of worry and invest considerable e�ort in supporting their child in daily life while 
navigating the challenges of �nding appropriate support (Jensen de Lopez, Lyons et al., 
2021; Harding et al., 2024). 
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1Models of practice in working with families

Over the last century, there have been changes in the models of practice in working with 
families in speech and language therapy and other paediatric services. Traditionally, a 
therapist-centred approach was used, where therapists made decisions and treated the 
child, with parents having no role in the intervention. Followed by a parent-as-therapist 
aide model, where parents mostly participated in intervention by conducting home 
activities which were planned and designed by the therapist. This model of practice 
remained child-centred, focusing on the child in isolation rather than in the context of 
their family (Watts Pappas & McLeod, 2009). In the 1990s, the family-centred care model 
was introduced (Rosenbaum et al., 1998) which focuses on supporting and strength-
ening the child�s whole family. Therapy decisions are made collaboratively between 
therapists and parents. The family-centred care model is considered best practice and 
has a positive impact on intervention outcomes. This includes the child�s developmental 
gains, performance on functional tasks, increased goal-attainment, parents� psycho-
logical well-being, and parent satisfaction with healthcare services (McCarthy & Guerin, 
2022). In the following paragraph, I will discuss which model of practice SLTs currently 
apply when working with young children and their parents.

Currently, SLTs seem to apply the parent-as-therapist aide model. In both direct and 
indirect therapy approaches, parents serve as therapist aides. Either by implementing 
language-stimulating strategies or by assisting with homework assignments. Studies 
describing SLTs� conceptions of their own role show that SLTs working with children 
with speech and language di�culties identi�ed themselves primarily as treaters and 
planners, with coaching being indirectly acknowledged (Davies et al., 2019; Davies et al., 
2017; Sugden et al., 2018). SLTs viewed parents as helpers mostly tasked with completing 
home activities, less often recognizing them as learners who adapt intervention based 
on their child�s needs. Therapists varied in involving parents, generally emphasizing the 
importance of engagement but less frequently supporting a collaborative, parent-led 
approach in decision-making alongside the therapist (Davies et al., 2019; Davies et al., 
2017; Sugden et al., 2018). Evidence suggests that parents may face challenges when 
working with SLTs and experience parental disengagement (Klatte & Roulstone, 2016). 
Parents might not be ready to take part in the intervention process, since they may 
feel overwhelmed by their child�s diagnosis, may have underlying emotional needs 
linked to their child�s di�culties, may expect therapists to ��x their child� and may have 
competing demands on their time (O�Toole et al., 2021). Additionally, parents may 
experience unclarity or uncertainty regarding the roles of both parents and SLTs, hold 
di�ering beliefs about language development, or may not fully comprehend the ben-
e�ts of the intervention (Justice et al., 2015, Marshall et al., 2017; Williams et al., 2023). 
Qualitative research on parental perspectives indicates that parents need opportunities 
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for engagement (Melvin et al., 2019), desire to share their perspectives to ensure that 
therapy aligns with their family life (Sugden et al., 2019), and wish to discuss their roles in 
therapy (Davies et al., 2017; Marshall et al., 2017). The latest is deemed to be important, 
since traditional hierarchy between parents and SLTs is present and �parents might not 
want to speak up or to bother therapists�, even when they do not agree with therapists� 
decisions (Carlsson et al., 2016 cited in Reeder & Morris, 2021, pg. 111).

The therapy model that aligns with these expressed parental needs is Family-Centred 
Care (FCC), which is championed in the literature as the preferred therapy model for 
children with developmental disorders and their families (McCarthy & Guerin, 2022). The 
six key elements of FCC are (MacKean et al., 2005): 
1.	 Recognizing the family as central to and/or the constant in the child�s life, and the 

child�s primary source of strength and support;
2.	 Acknowledging the uniqueness and diversity of children and families;
3.	 Acknowledging that parents bring expertise to both the individual care-giving level 

and the systems level; 
4.	 Recognizing that family-centred care is competency enhancing rather than weak-

ness focused; 
5.	 Encouraging the development of true collaborative relationships between families 

and healthcare providers, and partnership; and
6.	 Facilitating family-to-family support and networking, and providing services that 

provide emotional and �nancial support to meet the needs of families.
Within FCC, the SLT focuses on the child and parents, and elicit families� perspectives 
regarding priorities, families� needs and concerns, and their abilities to provide care (Ko-
korelias et al., 2019; Watts Pappas & McLeod, 2009). FCC aligns with widespread policy 
belief about the importance of involving families in decision-making in the context of 
health and wellbeing interventions for young children (World Health Organisation, 2015).

Collaboration with parents

Parent-professional collaboration is a key principle of the family-centred care model 
(Kokorelias et al., 2019; MacKean et al., 2005) and is described as �mutually supportive 
interactions through which knowledge and skills are shared, mutual understandings 
occur, and shared-decisions are made� (An et al., 2016, p. 1844). Collaboration can be 
divided into participatory practices and relational practices (Mas et al., 2022). Participa-
tory practices aim to increase active parent engagement and include behaviour such 
as shared goal-setting, building on parents� strengths and promoting the acquisition of 
new skills (Dunst & Trivette, 2009). An and Palisano (2014) describe a four-step process 
of collaborative service delivery comprising mutually agreed upon goals, shared plan-
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1ning, shared implementation and shared evaluation, integrating child and family needs, 
preferences and routines (Figure 1). For parents, relational practices are essential for 
participation in the therapy process (Kokorelias et al., 2019). Relational practices aim 
to build on the relationship with parents and include aspects like empathy, active and 
re�ective listening, e�ective communication and cultural sensitivity to parental values 
and needs (Hill, 2001). All collaborative practices should be performed with a two-way 
interaction style between parents and therapists (An & Palisano, 2014; Melvin et al., 
2019). This involves not only informing and explaining things to parents but also listen-
ing to parents� concerns and giving them a voice.

Figure 1. Model of family-professional collaboration: a 4-step process of collaborative ser-
vice delivery (An & Palisano, 2014)

Also, parents need to be empowered in order to collaborate with SLTs (An & Palisano, 
2014). Empowerment is de�ned as the combination of ability, motivation and power 
opportunities (Fumagalli et al., 2015). Ability is explained as having the skills and 
knowledge through enablement, motivation as attitude and self-awareness through 
engagement, and power opportunities as having time and space to share their own 
perspectives. The level of empowerment of parents will di�er per person and can be 
either granted by the professional or acquired by the parent (Fumagalli et al., 2015). 
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Gap between SLT practice and theory

A gap exists between theory and practice in the context of DLD, stemming from the dis-
crepancy between the recommended FCC model and the prevailing parent-as-therapist 
aide model. While the FCC model emphasizes the importance of involving parents as 
key partners in the development and implementation of care plans for children with 
DLD, the parent-as-therapist aide model primarily positions parents as assistants to the 
therapist rather than active participants in decision-making. In theory, FCC prioritizes 
the integration of families� perspectives, values, and needs into therapy goals and inter-
ventions. It promotes respectful communication and partnerships between therapists 
and parents, recognizing the expertise and strengths of each partner. However, in 
practice, the parent-as-therapist aide model tends to overlook these principles, leading 
to a one-sided approach where therapists make therapy decisions and assign tasks to 
parents without fully considering their perspectives or empowering them in the therapy 
process. Consequently, both parents and SLTs struggle to work together in therapy for 
the child with DLD. This gap highlights the need for a shift towards more collaborative 
practices that align with the principles of FCC. 

Gaps between theory and practice are prevalent in all healthcare systems, usually de-
spite the best intentions of healthcare providers (Patey et al., 2022). Current gap can be 
explained by several factors. Firstly, the lack of explicit knowledge about how collabora-
tion works or can be implemented (Kokorelias et al., 2019; Roulstone, 2015). As Roul-
stone mentioned in regard to evidence-based working in speech and language therapy: 
�The descriptions of aspects such as how we work to empower parents or the speci�cs of 
how we inform parents about the nature of their child�s di�culties seem to be part of the 
tacit knowledge of the �eld rather than being made explicit in the descriptions of our 
interventions� (Roulstone, 2015, pg. 217). Secondly, as with all healthcare providers, SLTs 
work in complex systems and in the context of multiple demands (Patey et al., 2022). 
Evidence-based interventions should take the complexity of the healthcare system 
into account, which is now often not the case (Roulstone, 2015). Thirdly, implementing 
collaborative working in practice requires SLTs to change the way they currently work. 
Instead of addressing gaps in healthcare delivery intuitively, which is often the case, 
interventions should be drawn on evidence about the behaviour change strategies that 
are likely to be e�ective (Patey et al., 2022). 

So, in order to optimise collaborative working between SLTs and parents in therapy for 
young children with DLD, we need to understand how collaborations works and gain 
more insight into the experiences and perspectives of both parents and SLTs regarding 
their collaboration.
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1Outline of this thesis

In order to optimize collaboration between SLTs and parents of children with DLD, our 
aim was to study what is needed for SLTs to transition from the parent-as-therapist aide 
model to the FCC model and optimal collaborate with parents. Chapter 2 discusses the 
signi�cance of demystifying collaborative working by making explicit how collabora-
tion works. Chapter 3 examines SLTs� perspectives on engaging parents in parent-child 
interaction therapy, utilizing a secondary analysis of interview data. Chapter 4 presents 
a systematic review of speci�c strategies that therapists can employ to enhance their 
collaboration with parents of children with developmental disabilities. Chapter 5 ex-
plores the needs of parents in their collaborative interactions with SLTs during therapy 
for their children with DLD, based on semi-structured interviews. Chapter 6 reports 
the �ndings from a behavioral analysis of how SLTs currently engage with parents of 
children with DLD, using data from focus groups. Chapter 7 o�ers a general discussion 
on the �ndings of this thesis, synthesizing insights from previous chapters to propose 
recommendations for practice and future research. 

The data used in this thesis were partly collected in the research project COMPLETE 
(Klatte et al., 2019), funded by the Taskforce for Applied Research SIA under grant RAAK.
MKB10.023.
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Abstract

Background 
Collaboration between parents and speech and language therapists is seen as a key 
element in family-centred models. Collaboration can have positive impacts on parental 
and children�s outcomes. However, collaborative practice has not been well described 
and researched in speech and language therapy for children and may not be easy to 
achieve. It is important that we gain a deeper understanding of collaborative prac-
tice with parents, how it can be achieved, and how it can impact on outcomes. This 
understanding could support practitioners in daily practice with regard to achieving 
collaborative practice with parents in di�erent contexts. 

Aims
The aim of this paper was to set a research agenda on collaborative practice between 
parents and speech and language therapists, in order to generate evidence regarding 
what works, how, for whom, in what circumstances, and to what extent. 

Methods
A realist evaluation approach was used to make explicit what collaborative practice 
with parents entails. The steps suggested by the RAMESES II project were used to draft 
a preliminary programme theory about collaborative practice between parents and 
speech and language therapists. This process generates explicit hypotheses which form 
a potential research agenda.

Discussion and conclusion 
A preliminary programme theory of collaborative practice with parents was drafted us-
ing a realist approach. Potential contextual factors (C), mechanisms (M) and outcomes 
(O) were presented which could be con�gured into causal mechanisms to help explain 
what works for whom in what circumstances. CMO con�gurations were drafted, based 
on relevant literature, which serve as exemplars to illustrate how this methodology 
could be used. In order to debate, test and expand our hypothesised programme theory 
for collaborative practice with parents, further testing against a broader literature is 
required alongside research to explore the functionality of the con�gurations across 
contexts. This paper highlights the importance of further research on collaborative 
practice with parents and the potential value of realist evaluation methodology. 
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Introduction

The purpose of this discussion paper is to stimulate debate and research on e�ective 
collaborative practice with parents of children with speech, language and communica-
tion needs (SLCN) in speech and language therapy practice. Families are the centre of 
learning for children and, in situations where additional support is required for learning 
language, a family-centred approach is essential. Collaborative practice is identi�ed 
as a key component in family-centred care and is essential for goal setting, planning 
and implementing interventions that address family priorities and needs (Kokorelias 
et al., 2019; An et al., 2018). An et al. (2016, p. 1844) de�ned collaboration as �mutu-
ally supportive interactions through which knowledge and skills are shared, mutual 
understandings occur, and shared-decisions are made�. Collaborative practice could be 
described as having two complementary components (An et al. 2018, p. 260): �relational 
practice (e.g., showing respect and empathy, active listening) and participatory practice 
(e.g., engaging the family in the intervention process, and incorporating family needs 
and priorities into intervention)�. The emphasis on collaborative practice is relevant to 
interventions supporting speech and language development. Working in collaboration 
with parents, however, can be challenging for Speech and Language Therapists (SLTs) 
(Klatte and Roulstone, 2016; Davies et al., 2017). Currently, there is little research about 
how collaborative practice between parents and SLTs can be achieved. 

In order to strengthen understanding of how best to achieve e�ective collaboration 
with parents in intervention, this paper uses realist principles to develop a preliminary 
programme theory and begin to identify core components of collaborative practice. 
A programme theory can be developed from existing research, debated within the 
professional �eld and evaluated, in order to make explicit how collaborative practice 
with parents can be achieved in speech and language therapy, taking context and 
mechanisms into account. In this way, we argue for a re-conceptualisation of collabora-
tive practice with parents based on the evidence and recommend a research agenda to 
explore collaborative practice more extensively.

What we already know about collaborative practice between speech and 
language therapists and parents
The relational practice component of collaboration has gained traction in the speech 
and language therapy literature and is underpinned by a reciprocal relationship between 
clients and professionals. For example, a range of terms has been used to represent 
this relationship, with some focusing primarily on the role of parents, such as �parental 
involvement� (Watts Pappas et al., 2008) and �parental engagement� (Melvin, Meyer and 
Scarinci, 2019; Klatte, Harding and Roulstone, 2019), whilst others used the term �co-
practice� to re�ect a more reciprocal process (McKean et al., 2017). For the purposes 
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of this paper, we adopted the phrase �collaborative practice�, shifting the focus from 
�engaging with� a service or professional, which implies a more one-way relationship 
and attendance at services, to working together collaboratively through reciprocal rela-
tionships to enhance children�s learning (Goodall and Montgomery, 2014). This focus on 
enhancing children�s learning and reciprocal relationships could potentially encourage 
speech and language therapists (SLTs), as well as parents, to think di�erently about how 
they work together. In our view, collaborative practice places an equal emphasis on the 
di�erent, but complementary, roles of both parents and SLTs. 

Although the notion of working with parents in partnership/collaboratively has been 
in existence for many years (Pugh, 1987), there is relatively little research about how 
collaborative practice can be achieved with parents in speech and language therapy. 
SLTs can draw on literature from other professional contexts that provide useful prin-
ciples for collaborative practice (for example An et al., 2018). However, contextual and 
profession-speci�c factors are likely to have a substantive in�uence on the success and 
quality of professional-parent relationships presenting an impetus to investigate the 
speci�c SLT-parent collaboration. In a systematic review of interventions for preschool 
children at risk of developmental speech and language disorders, Roulstone et al. (2015) 
found only one study (Tardaguila-Harth, 2007) that attempted to build in a measure of 
parents� understanding of their role; there were no studies that provided descriptions 
or evaluations of how collaboration was established as part of an intervention for these 
children. 

Despite the espoused bene�ts of collaborative practice and the evidence that parent-
implemented language interventions can have positive e�ects on children�s language 
outcomes when compared with control groups (Roberts and Kaiser, 2011), there is also 
evidence to suggest that collaboration between parents and SLTs may be di�cult to 
achieve. For example, collaborative practice may break down when parents are unclear 
about their roles in intervention, when they undervalue their own role and instead view 
the SLT as the �expert� (Carroll, 2010, Davies et al., 2017, Lyons et al., 2010). Parents may 
come to intervention with preconceived beliefs about language development, causes 
of language disorder, and speech and language therapy services (Marshall, Goldbart 
and Philips, 2007; Marshall, Harding and Roulstone, 2017) which may not be congruent 
with SLTs� beliefs and in turn may in�uence collaboration. Likewise, SLTs come to the 
intervention process with beliefs and attitudes that will in�uence their approaches to 
collaborative practice (Davies et al., 2019). In some cases, SLTs may believe they can 
encourage parents to take an active role in intervention. However, in examining more 
closely how SLTs express their work, it seems that they assign parents and carers (inten-
tionally or unintentionally) more passive roles (Davies et al., 2017; 2019). Parents had a 
clear conception of their role as advocates for their child but expressed a vague notion 
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of being able to intervene and make a di�erence in their child�s language development. 
SLTs, on the other hand, articulated a clear role of planning and treating but rarely 
referred to negotiating roles or enabling parents to be decision-makers during inter-
vention, inevitably assigning a predominantly passive role, or at best, a helper role to 
parents (Davies et al., 2017; 2019). Furthermore, Klatte and Roulstone (2016) found that 
implementation of parent-child interaction therapy (PCIT) di�ered across therapists and 
was in�uenced by organisational constraints as well as family needs and practicalities. 
The evidence, therefore, overwhelmingly suggests that collaboration is indeed complex 
and di�ers according to context that may be very speci�c to individual parents, children 
and SLTs. 

Evidence suggests that parents may face challenges when working with SLTs. For ex-
ample, parents may not have time to implement interventions, may �nd the therapy 
activities di�cult, feel uncomfortable with roles or tasks, or may not understand the 
bene�ts of the intervention (Justice, Logan and Damschroder, 2015; Kaiser et al., 
1995, Watts Pappas et al., 2008). Sugden et al. (2019), in a qualitative study of parental 
experiences of homework practice with children with speech sound disorders, found 
that although parents were keen to work with their children, some reported that it was 
di�cult when the SLT did not consider the context of family life and provided sugges-
tions that they considered were unreasonable. Collaborative practice may be even more 
important when working with families from disadvantaged backgrounds or who are 
under-served. In these cases, �interventions are likely to be most e�ective in engaging 
parents when designed around the needs, concerns and lifestyles of the populations 
that they are seeking to reach� (Pote et al., 2019, p.6). Pote et al. (2019) argued that 
this includes not only viewing families as recipients of interventions, but also involving 
them in the design and implementation of interventions. 

Implementing a collaborative approach requires that SLTs have the prerequisite knowl-
edge, skills, attitudes and con�dence to collaborate e�ectively with parents (Klatte et 
al., 2019; Watts Pappas, McAllister and McLeod, 2009). According to Klatte et al. (2019), 
SLTs require training on how to achieve mutual understanding and develop construc-
tive relationships with parents, taking speci�c parental needs into account, in order to 
enable them to take up their roles in the intervention process. Increasing it is important 
that SLTs develop cultural competence in order to provide a sociocultural approach that 
is tailored to the needs of parents who are from backgrounds that are culturally and 
linguistically di�erent from those of the SLT (Klatte et al., 2019). 

In summary, current policies advocate family-centred care and collaborative practice 
with parents. However, it is important that this aspect of speech and language therapy 
practice with children is made explicit and supported by a greater body of research. 
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Interventions for children with speech and language disorders are complex, since these 
interventions contain several interacting components and active ingredients (Craig et 
al., 2008). In order to implement complex interventions in real life clinical contexts, it 
is important to �nd out how change is achieved across a range of contexts (Craig et 
al., 2008). It is not clear how collaborative practice with parents is used, in what con-
texts, and with what outcomes. It is important that we gain a deeper understanding of 
collaborative practice with parents, how it can be achieved, and how it can impact on 
outcomes. 

Evaluating collaborative practice with parents: the potential value of us-
ing principles from realist evaluation 
Wong et al. (2017) argued that RCTs provide data on what works on average, but they 
do not tell us how to maximise impact or where to target resources. They argued that 
people respond di�erently to interventions. Therefore, what works for one family in one 
context may not work for another. The principles of realist evaluation provide a frame-
work to systematically explore the complexity of collaborative practice with parents and 
a useful structure for framing this discussion and setting a research agenda. 

Realist evaluation was originally developed by Pawson and Tilley (Pawson and Tilley, 
1997) in the 1990s to systematically explore the link between interventions and out-
comes, summarised as �what works, how, for whom, in what circumstances and to what 
extent� (Wong et al., 2014, p1). There are a range of useful resources on realist evalua-
tion on the RAMESES Projects website (Realist And Meta-narrative Evidence Syntheses: 
Evolving Standards; RAMESES 1) and the quality and reporting standards and resources 
and training materials for realist evaluation, (RAMESES II) (http://ramesesproject.org/). 

Realist evaluation is a theory-driven approach, that is, one develops a theory of the 
intervention programme as a basis for the evaluation; in realist evaluation, this �pro-
gramme theory� is used to explain the mechanisms by which di�erent outcomes are 
generated in di�erent contexts. So, the programme theory refers to �the description, in 
words or diagrams, of what is supposed to be done in a policy or programme (theory 
of action) and how and why that is expected to work (theory of change)� (RAMESES II, 
2017). 

According to the realist approach, programmes provide opportunities and resources to 
enable changes in thinking and behaviour. In order to understand collaborative practice 
with parents, it is important to understand the underlying mechanisms that lead to suc-
cessful outcomes and the speci�c contextual factors that cause mechanisms to have 
an e�ect. Researchers using a realist evaluation approach strive to uncover the hidden 
mechanisms (M) and to understand the conditions or contexts (C) in which they occur, 
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and the outcomes they generate (O) (Cunningham et al., 2018). Marchal et al. (2012) 
described this process of de�ning CMOs as opening the black box to make causal links 
more explicit. RAMESES II (2017), de�nes context (C) as a set of rules, norms, values and 
inter-relationships that operate and make a di�erence to the outcomes. These contexts 
include social, economic, and political structures, programme participants and sta�ng, 
geographical and historical context. Mechanism (M) is de�ned as the interaction be-
tween what the programme provides (in this case collaborative practice with parents) 
and the participants� reasoning (in realist evaluation this term refers to understanding, 
values and beliefs of both parents and SLTs) that enables the programme to work. 
Outcomes (O) refer to the intended and unintended consequences of a mechanism. 
Given that there are di�erent contexts and mechanisms at play for SLTs and parents, we 
argue that outcomes may vary for example, including change in children�s language or 
in parents� feelings of wellbeing. 

A realist evaluation is a theory-driven iterative explanation-building process (Wong et 
al., 2012) and is comprised of multiple steps which includes: hypothesising about CMOs; 
collecting data from practitioners about aims of a programme and from clients about 
experiences of the programme, using qualitative or quantitative methods; analysing 
data to con�rm, refute, and re�ne emerging programme theories; testing theory by 
looking for discon�rming or contradictory data and alternative interpretations; writing 
and re�ning an overall explanatory account; and repeating the process in a di�erent 
setting with a di�erent cohort. In our view, realist evaluation provides a useful meth-
odology to explore collaborative practice with parents in di�erent contexts; it has been 
used recently in the speech and language therapy literature regarding the translation 
of research into practice (Swift, Langevin and Clark, 2017) and intervention for speech 
sound disorders (Nicoll, 2017). 

Aims 
The aim of this paper is to set a research agenda on collaborative practice between par-
ents and SLTs, in order to generate evidence regarding what works, how, for whom, in 
what circumstances, and to what extent. The paper foregrounds collaborative practice 
between parents and SLTs with a view to further understanding and optimising out-
comes for children with speech and language disorders. We present how the principles 
of realist evaluation could be used to understand the components of collaborative 
practice between parents and SLTs. We propose a preliminary programme theory that 
can be debated, tested and re�ned. We give examples of CMO-con�gurations based 
on existing literature and make suggestions for further research. Our intention is to 
stimulate debate and contribute to the research agenda with regard to collaborative 
practice with parents of children with speech and language disorders.
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Method

Participants 
The authors of this paper, all of whom share an interest and have expertise in col-
laborative practice with parents, formed a research group connected with the COST 
Action IS1406 �Enhancing children�s oral language skills across Europe and beyond: a 
collaboration focusing on interventions for children with di�culties learning their �rst 
language� (https://research.ncl.ac.uk/echo/). COST stands for European Cooperation in 
Science and Technology. COST Actions are networks dedicated to scienti�c collabora-
tion which aim to advance science and they provide �nancial support for meetings, 
short-term scienti�c missions and conferences. The aim of the COST Action IS1406 was 
to enhance the science in the �eld internationally, improve the e�ectiveness of services 
for children with language impairments/disorders and to develop a sustainable network 
of researchers well-placed to investigate the key questions in this area. Collaborative 
practice with parents was a cross-cutting theme relevant to two working groups in the 
COST Action: the delivery of interventions for children with language disorders and the 
social and cultural context of intervention for children with language disorders. The �rst 
and second authors took a lead role in the process and consulted with other members 
of the research team throughout the process. 

Overarching method
The process involved iterative cycles of debate, redrafting of models by leads followed 
by requests for feedback. The steps included: 
1.	 A research group of speech and language therapy academics experienced in research 

in collaborative practice (n=7) developed the scope of inquiry for �SLTs working with 
parents� to include �the e�ects and characteristics of successful parent-SLT collabora-
tion in interventions for children with speech, language and communication needs 
(SLCN)�. The research group met on four occasions to formulate and re�ne a pro-
gramme theory and CMOs, map previous evidence and identify research gaps. Fre-
quent Skype meetings were held to discuss and develop the emerging programme 
theory and write a paper to prompt discussion and research in the �eld of SLT.

2.	 A preliminary programme theory was then developed with regard to the placing of 
the SLT-parent collaboration component within a model of complex intervention 
of SLT for children with SLCN. We described ways in which we hypothesised how 
SLT-parent collaborative practice interacts with other intervention components. We 
drew here on the literature on family-centred models as well as our own clinical ex-
perience and research on collaborative practice with parents, from the perspectives 
of both parents and SLTs (Davies et al., 2017, 2019; Klatte et al., 2016, 2019; Lyons 
et al., 2010; Marshall et al., 2007, 2017; McKean et al., 2017; Roulstone et al., 2015). 
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We also drew on theoretical perspectives about behavioural change (Michie, Van 
Stralen and West, 2011), patient activation (Hibbard and Gilburt, 2014) and shared 
decision-making (Elwyn et al., 2012). We reviewed what collaborative practice with 
parents meant, how it might lead to outcomes, and drafted visual representations of 
the collaborative practice process. Gaps in underpinning theory about how collab-
orative practice is achieved and empirical evidence for collaborative practice were 
identi�ed. Of note was an absence of detailed testable theories as to the mecha-
nisms which create optimal SLT-parent collaborative practice. We drew upon realist 
theory and the RAMESES I and II resources, speci�cally questions from the �Theory� 
in Realist Evaluation1 resource, to critically re�ect on collaborative working with 
parents, shape our thinking, and develop a preliminary programme theory about 
collaborative working with parents. The �rst author also attended a one-day training 
event on realist evaluation methodology facilitated by Wong who is an expert in this 
methodology. 

3.	 We applied a realist lens to papers about collaboration between SLTs and parents 
to serve as exemplars and illustrate ways in which a realist approach could be used. 
These papers were selected because they described di�erent aspects of collabora-
tion between SLTs and parents across a range of contexts, for example organisa-
tional characteristics (service level) and individual characteristics of participants 
(individual level). We identi�ed potential CMO con�gurations in these papers that 
could be used to make mechanisms more explicit and therefore testable.

Discussion

Hypothesised programme theory about collaborative practice with 
parents
The aim of this paper was to set a research agenda on collaborative practice between 
parents and speech and language therapists, in order to generate evidence regarding 
what works, how, for whom, in what circumstances, and to what extent. The use of real-
ist principles provided a way to further understand contexts and mechanisms evident in 
collaborative practice between SLTs and parents. We proposed a preliminary programme 
theory which will be discussed and o�er exemplars of potential CMO con�gurations 
to illustrate potential relationships between contexts, mechanisms and outcomes. Pro-
gramme theory is important because it provides the foundation for future evaluation 
questions and a research focus. Our preliminary programme theory, which focused on 
parents who do attend and initially engage with speech and language therapy services, 
is presented in �gure 1. We are cognisant that some parents do not engage with speech 

1	 from the RAMESES II project (http://ramesesproject.org/media/RAMESES_II_Theory_in_realist_evaluation.pdf )
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and language therapy services and as can be see below, the process of testing CMOs 
challenged the preliminary programme theory. In �gure 1, the bold arrows indicate the 
main causal mechanisms and the light arrows indicate secondary outcomes. In �gure 
1, drawing on the literature, we argue that both parents and SLTs come to interven-
tion with understandings, values and beliefs (reasoning in realist terms) that may not 
necessarily be aligned (Marshall et al. 2007, 2017; Davies et al, 2019). In a collaborative 
practice model, we argue that if the SLT makes time to have a conversation to explore 
parental reasoning, then a shared understanding of respective preferences, expecta-
tions, roles and responsibilities will be achieved. This mutual understanding will stimu-
late parents� motivation to work with their child. In realist terms, resources (information, 
time, support, and skills) may also need to be aligned, potentially through a process of 
co-designing activities tailored to the child. This co-design would lead to agreement 
about how the intervention will be delivered in a way that is tailored to the individual 
needs and preferences of the family. For example, in some cases it may be agreed by 
both parties that the intervention will be delivered by the SLT, if that is what works 
best for some families. In other cases, it may be agreed that parents become agents of 
change for their child. Collaborative practice enables parents (the participants) to make 
informed choices about their behaviour (e.g., interactions with their child). Whether the 
intervention is delivered by the SLT or parent, as discussed and agreed by both parties, 
the primary outcome will be improvement in the child�s language and participation in 
daily life. We also argued that there may be secondary outcomes for both the parent and 
SLT, for example, feelings of well-being for both. The SLTs� role in this preliminary pro-
gramme theory involves supporting changes in parents� reasoning (e.g., understanding, 
values and beliefs) and their use of resources (e.g., information, time, skills, support), 

Figure 1. Preliminary programme theory underpinning collaborative practice with parents
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acknowledging that such changes may be challenging for parents. This may require 
changes in SLTs� reasoning and use of resources in response to the distinctive interplay 
of beliefs, knowledge, wishes, or competence of the parents (see �gure 1).

Our preliminary programme theory included consideration of potential contexts, 
mechanisms and outcomes that could be con�gured to explore causal links. In table 1, 
we documented potential contexts, mechanisms and outcomes that may interact with 
each other. At this point, we are not making inferences about causality between spe-
ci�c con�gurations of contexts, mechanisms and outcomes but rather we highlighted 
potential CMOs that may interact with each other. There is not always a clear delinea-
tion between context and mechanism. For example, Dalkin et al. (2015), argued that 
resources and reasoning of the agents delivering the intervention (in this case SLTs) can 
be construed as an inherent part of the mechanism rather than the context. We have 
included the SLTs in both the context and mechanism columns in table 1, cognisant 
that their actions may be in�uenced by these factors which in turn may in�uence the 
outcomes. For example, SLTs may wish to implement collaborative practice but may be 
unable to do so because of service and time constraints. In other instances, SLTs may 
not implement collaborative practice because they do not the knowledge and skills to 
do so. On the other hand, parental choice to change may be in�uenced by many factors 
such as their previous experience, beliefs and attitudes, as well as access to resources. 
It is entirely plausible that these beliefs, or in realist terms reasoning, and the resources 
available to parents may in�uence outcomes for di�erent parents, in di�erent ways in 
di�erent circumstances. In order to understand how collaborative practice with parents 
happens, it is important to make context factors and mechanisms that in�uence out-
comes explicit. 

In realist evaluations, context factors, mechanisms and outcomes are con�gured in 
causal CMO con�gurations which can be tested through an examination of the litera-
ture and research. In order to illustrate exemplars of such CMO con�gurations and how 
they might be used to further the development of a programme theory of an interven-
tion, we have drawn on published studies of speech and language therapy interven-
tions with children that involved collaborative practice with parents to describe three 
potential CMO con�gurations. The �rst CMO focuses on the impact of organisational 
characteristics (service level) and the other two focus on the in�uence of individual 
characteristics of participants (individual level). We provide these examples of CMOs to 
stimulate discussion and further research. 
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CMO 1 
Gibbard and Smith (2016) investigated the impact of a locally developed intervention, 
with a transagency approach, on engagement and attendance levels of parents and the 
language of their pre-school children who had language problems. The families were 
from a disadvantaged area with low rates of attendance at parent-based group interven-
tion at children�s centres. In consultation with families in this target group, the service 
added several steps into their existing intervention programme, such as an initial home 
visit by a Children�s Centre teacher. The purpose of this initial home visit was to make 
contact, establish a relationship, encourage attendance, provide information about 
parents� role in their child�s language development and answer questions about the 
intervention. Other added components were weekly reminders of their appointments 
and collaboration between SLT, Children�s Centre quali�ed teacher and crŁche sta�. This 
adapted approach resulted in higher attendance levels of parents and the children�s 
language levels were improved. The gains made in the children�s language were compa-
rable with the language gains made by children from areas without social disadvantage 
receiving the traditional parent-based group intervention. Using a realist approach with 
a focus on the collaborative practice, our hypothesis was that the re-design of the service, 
in consultation with parents, created an intervention that provided additional informa-
tion for the parents and provided a foundation for the start of a reciprocal relationship 
(M) which put them in a position to make an informed decision about attendance. 
Attendance, in turn, enabled parents to focus on children�s learning and acquire skills 
in supporting their children�s language development, which in turn, lead to improved 
outcomes for children (O). Therefore, we argue that collaborative practice was one of the 
important conditions that contributed to the improved outcomes in this context. Gib-
bard and Smith�s study challenged us to consider the service context of our preliminary 
programme theory which until this point had focused on collaborative practice with 
individual families who had already engaged with the service. This research re�ned our 
thinking about engaging with services (e.g., attendance) as compared with reciprocal 
relationships and a focus on children�s learning. It highlighted the importance of devel-
oping a service level CMO con�guration, hypothesising that parents present themselves 
to services with many di�erent preferences, attitudes, practical needs and feelings (C). 
Services that are co-designed with parents to take these di�erent presentations into 
account (M) will increase the possibility that parents will engage with the service, focus 
on children�s learning, and deliver improved outcomes for their children (O). 

CMO 2
A second example of a potential CMO con�guration for discussion is that at an indi-
vidual level. Each parent comes to SLT with di�erent understandings, values and beliefs 
about the process e.g. parents may be anxious and may not be clear about their roles 
in intervention (C). In this instance, collaborative practice could be enacted through 
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reciprocal conversations to ensure mutual understandings. If the SLT makes space for a 
reciprocal conversation where both parents and SLTs can explore, negotiate and agree 
expectations (M), then both parties will have a shared understanding which enables ef-
fective co-working (O). Some parents may have expectations that they will be involved 
in the child�s learning and are expecting to take up an active role (C). If the SLT does not 
enact this mechanism (M) the parent may feel dissatis�ed (O). For example, Davies et 
al. (2017), in a qualitative study on parent�s conceptions of their role in speech and lan-
guage therapy, found that some parents did not feel con�dent to take on an �intervener 
role� in therapy (C). Therefore, it is important that SLTs are aware of this possibility (M) 
so that they explicitly negotiate roles before the intervention begins (M) and encourage 
parents (M) to conceive of their role as an intervener (O).

CMO 3
A third example of a potential CMO con�guration for discussion is that each parent 
comes to intervention with di�erent priorities, resources, and capabilities (C). Col-
laborative practice may involve the SLT exploring barriers and facilitators to parental 
implementation of strategies (M). Speci�c strategies can be negotiated and used (M), 
depending on parental needs, to ensure that the parent is con�dent and competent 
to use the strategies to optimise child outcomes (O). For example, Justice et al. (2015), 
in a study of shared-reading in the USA, found that there were barriers to parents us-
ing this approach. The context in this study was that the parents were from diverse 
SES backgrounds and it was clear that the intervention worked for some and not for 
others. For example, there were drop-out rates of 25% and 56% in studies one and 
two respectively. The researchers explored implementation barriers (using a range of 
data collection tools, such as surveys and interviews) with a view to designing speci�c 
strategies addressing these barriers to improve uptake of the service and outcomes for 
the children. They used a behavioural framework and found that there were groupings 
of barriers, each of which required a speci�c response. They mapped the barriers on 
to theoretically informed behaviour change techniques. For example, in cases where 
the barrier was about capabilities (C), the researchers used a mechanism of providing 
supportive and corrective feedback (M). Where the barrier was about lack of skills (C), 
the mechanism they used was modelling techniques (M). All of these mechanisms were 
triggered by di�erent contexts at the individual level, and the assumption is that they 
will lead to optimal outcomes for children and parents (O). When a realist approach 
is applied this study, Justice et al. (2015) identi�ed subgroups of participants (C) and 
explored barriers to implementation (M), with a view to identifying speci�c theoretically 
informed behaviour change strategies (M) to maximise outcomes for children (O). This 
study illustrated speci�c mechanisms that may be used within collaborative practice. 



34   |   Chapter 2

Conclusion and future research
Current policies in education, health, and social care advocate family-centred models 
and collaborative practice with parents. In this paper, we have taken a �rst step in open-
ing the �black box� of collaborative practice between parents and SLTs and argued that it 
is important that we make the process of collaborative practice explicit so that it can be 
debated and tested. Further research is required to explore ways in which collaborative 
practice can in�uence outcomes i.e., what works, for whom and in what circumstances. 
In our view, the realist evaluation approach provides a useful methodology to progress 
this research agenda. It provides researchers and practitioners with a framework and 
language to describe and explain collaborative practice with parents and a methodol-
ogy to answer the questions what works, for whom, and in what circumstances. Realist 
evaluation provided a systematic framework to reveal mechanisms between parents 
and SLTs, that would otherwise remain hidden, and investigate how these interact with 
contextual factors. We have proposed a preliminary programme theory for collaborative 
practice with parents and set out some potential contextual factors, mechanisms, and 
outcomes that could be con�gured and explored in future research. 

Realist evaluation is a theory driven iterative explanation building process. In this paper 
we have addressed the �rst step in the process as outlined by Wong et al (2012), that 
is,, we have presented and preliminary programme theory and hypothesised potential 
CMOs in order to stimulate discussion. According to Wong et al. (2012) the next steps 
would include: collecting data from practitioners about the aims of collaborative prac-
tice and from parents about experiences of collaborative practice using qualitative or 
quantitative methods. These data would be analysed to con�rm, refute, and re�ne the 
emerging programme theories about collaborative practice and a�ord opportunities to 
create an explanatory account of the process. Foregrounding the concepts of contexts, 
mechanisms and outcomes in practice enables SLTs to re�ect on their work with parents 
in new ways and begin to gather and document evidence about the CMOs operating in 
their work. In this way, as a profession we could begin to answer the questions of what 
works, for whom and in what circumstances.
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Abstract

Background
Parents� play an essential role in Parent�Child Interaction Therapy (PCIT) as the primary 
agent of intervention with their child. Unfortunately, speech and language therapists 
(SLTs) report that parents� engagement is challenging when conducting PCIT. Although 
focusing on and stimulating the engagement of parents, when needed, can increase the 
success of PCIT, little is known about what factors in�uence parent engagement.

Aims
To explore SLTs� views about the factors that facilitate or pose barriers to parents� en-
gagement in PCIT.

Methods & Procedures
A secondary analysis of 10 interview transcripts about SLTs� views on delivering PCIT 
with parents of children with developmental language disorder (DLD) was conducted. 
Codes from the original analysis where checked for their relevance to parents� engage-
ment by the �rst author. Potential themes were identi�ed iteratively with all authors.

Outcomes & Results
Four themes were identi�ed in the SLTs� description of their experiences with the 
engagement of parents: mutual understanding, creating a constructive relationship 
between the SLT and parent, parental empowerment, and barriers. It became clear that 
SLTs were focusing on di�erent aspects of engagement.

Conclusions & Implications
This study makes an initial contribution to our understanding of SLTs� view of parents� 
engagement and about what stimulates parent engagement or e�ects disengagement. 
SLTs play an important role in supporting parents to engage and stay engaged with 
therapy. Training SLTs on how best to engage parents, focusing on mutual understand-
ing, creating constructive relationships between the SLT and parent, parental empow-
erment, and barriers, is necessary. However, more research is needed on how to train 
relevant skills in SLTs. Clearer de�nitions of engagement would improve understanding 
and judgements about how best to support parents.
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Introduction

Parent-Child Interaction Therapy (PCIT) is a frequently used method of delivering 
speech and language therapy to pre-school children with developmental language 
disorder (DLD) (Roulstone, 2015). PCIT refers in this paper to all interventions delivered 
by speech and language therapists (SLTs) aimed at teaching parents of children with 
DLD to modify their interaction styles and enhance their language input. The approach 
is based on social constructivist models of language acquisition which suggest that 
children acquire language in their everyday social context through interactions with 
people close to them (Vygotsky, 1998). Thus it follows that interventions might be bet-
ter delivered by those in everyday contact with a child, that is, their parents or carers. 

Research shows that PCIT can be an e�ective approach when parents are trained to 
deliver language enhancing strategies (Gibbard, 1994; Blackwell, Harding, Babayigit 
& Roulstone, 2015), although the applicability of PCIT approaches to all families has 
been questioned (Roberts & Kaiser, 2011). To increase the applicability to all families, 
SLTs adapt their PCIT approach to family needs (Klatte & Roulstone, 2016). However, 
SLTs have explained that due to practicalities and organisational constraints they do 
not always have the �exibility within their services to take family needs into account 
(Klatte & Roulstone, 2016). Investigating the delivery of PCIT in daily practice, Klatte & 
Roulstone (2016) interviewed SLTs experienced with PCIT and found four potentially 
critical components from the therapists� descriptions: parents� engagement, parents� 
re�ection, parents� understanding and SLTs� skills. The four components were seen to be 
interacting and all were regarded as crucial to the success of PCIT. Of the four, however, 
parental engagement seems to be key. Focussing on and stimulating the engagement 
of parents, when needed, is perceived to increase the success of PCIT (Gibbard & Smith, 
2016) and there is growing evidence of a link between increasing patient engagement 
and improvements in outcomes (Dentzer, 2013; Hibbard & Greene, 2013). Within PCIT, 
parents implement the language-stimulating strategies in their daily communication 
with their child and thus it is parents� engagement rather than the child�s that is critical. 
Associations have been found between parent engagement and children�s outcomes. 
For example, in a recent randomised trial examining the outcomes of the home visiting 
Head Start program, three aspects of parent engagement (attendance, working alliance 
and use of the resources at home) predicted improvements in the child�s school readi-
ness, language and social skills (Nix et al., 2018). 

However, SLTs report that parents� engagement is the most challenging aspect of 
therapy, particularly with families from backgrounds that are socially deprived (Gibbard 
& Smith, 2016; Klatte & Roulstone, 2016). Participating SLTs in Klatte and Roulstone�s 
study (2016) talked about engagement in terms of attendance levels, taking on board 
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information from therapy and being willing to participate in therapy. Gibbard & Smith 
(2016) operationalised engagement in terms of the attendance levels of parents, which 
is the most frequent way of describing engagement in practice and research (Dumas, 
Nissley-Tsiopinis & Moreland, 2007; McCurdy & Daro, 2001). However, there has been 
criticism of the ambiguities in the �eld when it comes to de�nitions of engagement 
and other related terms such as empowerment or participation (Fumagalli, Radaelli, 
Lettieri et al, 2015). Exploration of SLTs� views on parents� engagement may improve 
clarity of this term within PCIT and better understanding of the di�culties that SLTs� 
have reported.

Several factors that in�uence parent engagement have been proposed in the literature: 
parents� activation level, parents� perceptions on their children�s health, parents� under-
standing of therapy�s rationale and practicalities. Firstly, the level of engagement may 
be in�uenced by the activation level of the patient, that is the knowledge, skills and 
con�dence a person has in managing their own health and care, or the care of their 
dependents (Hibbard & Mahoney, 2010). In speech and language therapy for young 
children with DLD, the activation level of parents is as important as the activation level 
of their children, since parents are usually the ones who decide if they bring their child 
to therapy and if they practice at home. 

Secondly, Shanley & Reid (2014), in a study with 487 parents of children with mental 
health problems, found that parents� perceptions about their child�s health problems 
were likely to in�uence the engagement and the successful outcome of treatment. 
Parental beliefs about their child�s illness seem to in�uence the choices parents make 
in therapy (Al Anbar, Dardennes, Prado-Netto, Kaye & Contejean, 2010; Shanley & Reid, 
2014). How people think about language development also di�ers between cultures 
(van Kleeck, 1994) and according to Marshall et al. (2007, 2017) views of parents and 
SLTs can di�er within apparently similar groups. For instance, Marshall et al. (2007) 
noted both consensus and di�erence within and between SLTs and parents. Marshall et 
al. (2007) suggest that SLTs should talk with parents more during the initial consultation 
in order to increase mutual understanding and subsequent compliance with therapy. 

Thirdly, families report ambivalence about the approaches used, �nding it di�cult to 
understand the rationale behind the strategies SLTs recommend (Roulstone, 2015). This 
confusion could mean that parents �nd it di�cult to undertake and maintain these 
strategies at home (Roulstone, 2015). 

A fourth barrier for parents� engagement is associated with practicalities. Researchers in 
the related �elds of child mental health (Kazdin, Holland, Crowley & Breton, 1997), and 
paediatric primary care services (Samuels et al. 2015) have explored why families were 
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unable to attend an appointment; the most frequently stated reasons include trouble 
getting time o� work, oversleeping and transportation. Greater distances from the clinic 
venue have also been shown to predict non-attendance (Gordon, Antshel, Lewandowski 
& Seigers, 2010). Another practical barrier from the perspective of a parent include the 
challenge of weighing up the needs of their child in relation to other family commit-
ments (Santer, Ring, Yardley, Geraghty & Wyke, 2014). Parents participating in a study on 
a SLT approach for stuttering have identi�ed lack of time as the most frequent barrier 
to implementing recommendations (Goodhue, Onslow, Quine, O�Brian & Hearne, 2010). 

In sum, parent engagement is key for delivering therapy but SLTs experienced it as chal-
lenging. Several in�uencing factors are mentioned in the literature; however, little is 
known about what SLTs� views are regarding parents� engagement in PCIT and how they 
deal with it in practice. The study by Klatte & Roulstone (2016) which focused on iden-
tifying components of PCIT, found that parents� engagement was one of the potentially 
critical components. This study describes a secondary analysis of the qualitative data 
of Klatte & Roulstone (2016) focusing solely on SLTs� views on parents� engagement, in 
particular their beliefs about how engagement relates to the delivery of PCIT to parents 
of preschool children with DLD. Speci�cally, the secondary analysis aimed to identify 
ways that SLTs try to increase parents� engagement and their views on facilitators and 
barriers to parents� engagement.

Methods

A secondary analysis of the qualitative data of Klatte & Roulstone (2016) was conducted. 
The original study methodology was phenomenology, which aims to identify the real 
meaning of an experience as understood by the person experiencing it (Cresswell, Han-
son, Plano Lark & Morales, 2007). In this instance, the secondary analysis aims to identify 
the essence of the meaning of parents� engagement for therapists as they deliver PCIT, 
thus maintaining the phenomenological approach. 

Ethics
This study was approved by the Research Ethics Committee of the University of the 
West of England and by the NHS Research & Development (R&D) governance section of 
relevant local NHS Trusts and was performed in accordance with the Helsinki Declara-
tion. Prior to data collection, participants gave their written consent. Participation in the 
study was on a voluntary basis and participants could withdraw at any time, without the 
need to provide an explanation. 
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Participants 
In the original study, ten SLTs experienced in delivering PCIT with parents of preschool 
children with DLD participated in semi-structured interviews. SLTs from the southwest 
of England were recruited via adverts through their managers, social media and profes-
sional networks. The social demographic of therapists was not pre-speci�ed; all were 
white with English as their �rst language. Of thirteen SLTs who volunteered, 3 were 
excluded: one did not �t the inclusion criteria regarding her caseload [did not work with 
children with DLD]; two others used similar PCIT approaches to participants already 
recruited and therefore did not address our criteria of diversity of approaches being 
used. The participating SLTs varied in their age and years of experience (table 1). Nine 
SLTs worked for the National Health Services (NHS) and delivered their therapy in com-
munity clinics, healthcare centres or at a children�s centre. Two SLTs (also) worked at an 
independent practice. The demographic of the therapists� caseloads was not speci�ed. 
All participants had a caseload of children with developmental speech and language 
disorders with an emphasis on the preschool age group. Further details of the recruit-
ment and selection procedure are described in Klatte & Roulstone (2016). To preserve 
anonymity, participants chose their own pseudonyms and their ages and experience 
are provided within ranges.

Table 1. Participants� characteristics

Pseudonym Age (years) Experience in PCIT 
(years)

Intervention code Work setting

Doris 36-40 11-15 5 Community clinic 

Elisabeth 21-25 1-5 1 Health centre

Emma 36-40 6-10 4 Health centre

Isabelle 31-35 1-5 1 Health centre

Jane 41-45 16-20 2 Community clinic

Kelly 41-45 6-10 1 Community clinic & individual 
practice

Mary 46-50 11-15 1 Community clinic

Norah 50-55 16-20 7 Individual clinic

Rosy 36-40 6-10 3 Health centre

Sophie 31-35 6-10 6 Children centre

Parent-child interaction therapy (PCIT) used by participants
Selected SLTs reported delivering seven di�erent PCIT approaches. PCIT is an umbrella 
name in speech and language therapy for interventions that focus on teaching parents 
language-stimulating strategies for use in everyday situations when communicating 
with their child with language problems. The aim of PCIT is to raise parents� awareness 
of their conversational style and to positively change it in order to stimulate the child�s 
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language development. Further detail about the seven PCIT approaches used by par-
ticipants is given in table 2. The strategies that SLTs reported teaching to parents across 
all these versions of PCIT were similar and included making eye-contact, following the 
child�s play, not asking test-questions, observe, wait and listen. The full range of strate-
gies that SLTs described are reported in Klatte & Roulstone (2016).

Table 2. Characteristics of PCIT approaches used by participating SLTs

Intervention code Individual or 
group

Average num-
ber of sessions 

Home visits 
included

Parents seen 
alone or child 
present

Use of videoing 
parents

1 Individual 4 No Parent and child Yes 

2 Individual 4 No Parent and child Yes

3 Group 8 No Parent alone No

4 Group 10 No Parent and child No

5 Group 6 No Parent and child No

6 Group Ongoing during 
preschool

Sometimes Parent and child No

7 Individual Depends on 
parents

No Parent and child Yes

Research team and re�exivity
The �rst author is a Dutch speech and language therapist and a clinical language speech 
and hearing scientist (MSc), but not currently using PCIT in her clinical role. The �rst 
author, who completed the interviews, did not know the participants prior to the study. 
The participants were aware of the study being part of a Master�s thesis, that the �rst 
author was Dutch and was being supervised by the third author. The interviews used a 
series of probes, typical of qualitative interviewing. This approach accommodated the 
interviewer�s lack of clinical, PCIT experience. As the interviewer was also a non-native 
English speaker, this approach allowed additional opportunities for clari�cation and 
expansion that might not have occurred for native speakers of English with clinical 
experience of PCIT. 

The second author, an employee at the Bristol Speech and Language Therapy Research 
Unit and doctor in health psychology, was not involved with the data collection, but 
was part of the discussions between interviews, during analysis and writing. The third 
author is emeritus professor with a background in speech and language therapy and 
supervised the �rst author in this research project. All authors have experience in un-
dertaking qualitative research.
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Data collection 
The initial data was collected via semi-structured interviews with ten SLTs. These were 
conducted by the �rst author at a location that was convenient for the participant, such 
as their home. Only the participant and interviewer were present during the interview. 
The interviews lasted between 49 and 74 minutes (mean: 64 minutes). All interviews 
were audio recorded and �eld notes were taken. The recordings were transcribed ver-
batim by the �rst author. 

The topic guide consisted of four parts and aimed to explore: the kind of PCIT used, 
the SLT�s aim when conducting PCIT and characteristics of PCIT, such as location, group 
versus individual therapy, and frequency (Part 1), a positive experience of the SLT with 
the delivery of PCIT (Part 2), a challenging experience (Part 3) and what factors need 
to be present in order for the therapy to be successful (Part 4). Part 1 was developed 
based on a literature search on PCIT approaches for children with DLD. Parts 2, 3 and 
4 were developed through discussion among the �rst and third authors. These aimed 
to prompt SLTs about their experiences. The topic guide and interview process was 
piloted with two SLTs experienced in PCIT, which resulted in small changes in the order 
of the questions. The topic guide is published in Klatte & Roulstone (2016). Discussion 
of parents� engagement arose particularly in parts 3 and 4. During the �rst interview, 
the SLT reported that she had found it quite challenging to engage parents in PCIT. She 
reported that �fty percent of the parents she worked with disengaged and did not �nish 
the programme of therapy. The early emergence of the challenges regarding parent 
engagement suggested it may be of particular importance, so any mention of parental 
engagement was thoroughly probed in a manner typical of qualitative questioning 
with questions such as �could you tell me more about that�, �could you explain how that 
happened� and so on. An example of an exchange between the interviewer and partici-
pant demonstrating this process is given in Appendix 3.1. Using an iterative process of 
interview and analysis, this allowed successive interviews to further explore this topic. 

Analysis 
A secondary analysis of the interview data of Klatte & Roulstone (2016) was conducted for 
this paper. The development of initial codes and the secondary analysis are described below. 

Development of the initial codes
The initial analysis of the interview data published by Klatte & Roulstone (2016) used 
a qualitative thematic analysis as suggested by Braun & Clarke (2006) and followed an 
iterative approach. A total of four iterative rounds were conducted. In each iterative 
round, the �rst author transcribed the interviews, familiarised herself with the data and 
generated codes. Queries regarding codes were fed into successive interviews for further 
exploration. After the tenth interview, no new codes emerged from the data. The �ndings 
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from this initial analysis were reported in Klatte & Roulstone (2016). NVivo qualitative 
data analysis software (QSR International Pty Ltd, 2010) was used for data management. 

Secondary analysis
The focus of the secondary analysis was on the data from which the original theme 
�parent engagement� was developed. The transcripts and initial coding related to �parent 
engagement� were re-read by the �rst author, who checked their relevance to parent 
engagement. Quotations linked to the relevant initial codes were reread and reviewed 
with respect to the new focus on identifying SLTs� views about parents� engagement 
and facilitators and barriers to parents� engagement. All authors were involved in 
discussions around the potential themes which consisted of a number of iterations of 
debating themes and re-examining the data. These discussions resulted in four themes 
around parents� engagement. The codes of the data analysis are displayed in table 3.

Results

Four themes were identi�ed from the analysis of potential facilitators and barriers to 
engagement. These are described in the section below called in�uencing factors on 
parents� engagement. During the analysis it became clear that SLTs were focusing on 
di�erent aspects of engagement. Whilst this had not been an a priori aim of the analysis, 
it was deemed important to make these varying emphases explicit as a context to the 
description of the four themes. 

SLTs’ description of parents� engagement
Most SLTs talked about engagement in terms of attendance levels, as explicated by 
Rosy: �So even if they come to the �rst session or two sessions, then you often lost them 
after that.� However, engagement is also described as taking on board information from 
therapy and being willing to participate in therapy, as Isabelle described: �That mum is 
a good example, she is really keen, really engaged, wants to do it. Automatically sits on 
the �oor with the child, really takes on board what you said to her.� So, parents� engage-
ment was viewed by the participants as about being present at therapy sessions and 
being involved in therapy activities. 

In�uencing factors on parents� engagement
Four themes were identi�ed in the SLTs� description of their experiences with the 
engagement of parents with PCIT: mutual understanding, constructive relationships 
between SLT and parent, parental empowerment, and barriers (see table 3). In the next 
paragraphs, the themes are explained using verbatim quotations made by SLTs during 
the interviews to support and illustrate the identi�ed experiences. 
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Table 3. Overview of the themes and codes

Themes Sub-themes Codes

Mutual understanding Parents� understanding of therapy 
aim and strategies

Parents - they are the key factor in therapy
Parents - they aren�t doing something wrong
Parents - understand the needs of their 
children
Parents - expectations (about role)
SLTs� skills � explain strategies/goals/aim

Therapists� understanding of parents� 
background/situation/ expectations

Background parents - home situation
Background parents � health issues
Background parents � culture
Background parents � child issues
Background parents � English as additional 
language
Background parents � experienced di�culties 
with child�s language
Parents - expectations (about role)
SLTs� skills � check background parents
SLT�s expectations � realistic targets

Creating constructive 
relationships 

Safe environment Parents - supportive environment
SLTs� skills � create a positive environment
SLTs� skills � stimulate re�ection by creating a 
safe environment

Feelings Parents - feeling comfortable
Parents - feel supported
Parents - worried about child�s development
SLTs� skills � support parents

Rapport Parents - rapport with SLT
SLTs� skills � build a rapport with parents

Parental 
empowerment

Parents� in�uence in therapy Parents � choosing strategies
Parents � setting own targets

Relevance for family/child Parents � child enjoys coming to therapy
Parents � child is making progress
Parents � direct result from strategy used by 
parents
Parents � seeing the relevance
SLTs� skills � stimulate re�ection by asking the 
right questions
SLT�s skills � probe re�ection

Barriers Physical
 

Parents - Travel distance
Parents - Childcare
Parents - Time 

Biopsychological problems Parents - Post-natal depression
Parents - Learning developmental issues
Parents - Illness
Parents - Drug/alcohol addiction
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Mutual understanding
Creating mutual understanding between the SLT and parent is key for parents� engage-
ment, according to the data. On one hand, in PCIT, parents need to understand the aim 
of the therapy and strategies, as well as the content and process of undertaking the 
strategies. Parents also need to understand that whilst it is not their fault that their child 
is lagging behind, they are nonetheless a key player in the success of the therapy. Doris 
expressed: �I think, if they don�t understand what we are doing and why we are trying to 
do it they won�t be motivated to use the strategies. They have to understand why they 
are using them.� Therapists stressed that it is important for parents to see the worth of 
PCIT, to believe that the approach can be useful for them and to have realistic expecta-
tions. As Isabelle mentioned, some parents expect an expert-practitioner relationship 
and take a passive role in therapy:

Getting the parents to believe it is going to work. Because, I think for a lot of peo-
ple traditionally the therapist would be doing the work with their child. I mean, it 
doesn�t help that we are in a health centre. It is kind of a bit too medical. It is an 
o�ce, it is in a health centre. And this is the doctor. I have been called the �lady 
doctor�, like as I am going to �x the child. And that is not how we work, because 
that is not what scientists are saying that works. So, I think that is the hardest 
bit, getting them to realise that actually this is the thing that is going to work. 
(Isabelle)

The expectations of parents and SLTs can di�er, which may have a negative in�uence on 
parents� engagement. As Doris said: �I think if the parents have opinions that they want 
to work on that are very di�erent to ours, then that is part of us educating or advising 
the parents on what is realistic.� SLTs therefore play an essential role in helping parents 
to understand the rationale and purpose of the therapy approach and in developing 
therapy that is realistic and relevant from a parents� perspective. 

In order to set up a realistic and relevant therapy, SLTs expressed that they need to have 
insight in parents� background situation, their views and expectations. They recognise 
the mutuality of understanding that is needed, which is illustrated by the following 
quotations of Elisabeth, Kelly and Norah. 
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And I think sometimes I assume that they do play with their child. And I have said� 
Oh just play as you do, as you would at home�. And, I think, sometimes the parents 
are like �oh okay, I don�t do that much. (Elisabeth)

Many families are in homes with multiple occupancy, so they have got one room. 
So there might be four people living in one room, so you need to be realistic 
about what you are asking them to do between that appointment and the next 
appointment. (Kelly)

I think it is more about, I suppose the African families, although it is quite within 
the Asian community, because there is a big pressure on education and success 
and there is a lot of pressure to get the children �xed, so that they can go to 
school and pass their exams. That I would say is where you really have to work 
with the families, and to really talk quite openly with the families. In some in-
stances, because you are not just dealing with the child and the mom and the 
dad, you are dealing with the child, the mom and the dad, their grandparents, 
the family system, the country. And sometimes the family can go with what I am 
recommending to the family. Or they end up stopping the therapy. (Norah)

Creating a constructive relationship between SLT and parent
According to SLTs, many parents have negative feelings about themselves. Some think 
that they are the cause of their child�s language problems, others are not con�dent 
enough to be involved in therapy sessions. As Jane mentioned: �I think there is a 
tendency for parents with children with language di�culties to lose some con�dence. 
When they feel that their child is not talking, they think I haven�t done something right.� 
When parents feel negative about themselves, they might disengage from therapy, as 
mentioned by Isabelle:

But I think I don�t want to make them feel that I am telling them that they are 
wrong. Because I don�t want to lose them, because it is quite, I think...I would �nd 
it scary as a parent being asked to do this. (Isabelle) 

All SLTs expressed the importance of building constructive relationships with parents, 
in order to engage parents or help them stay engaged with therapy. Sophie�s comment 
illustrated this very clearly: �Rapport, relationship and trust I think. It is all down to the 
relationship, they�ve got to feel that they are not judged by you, they�ve got to feel that 
they can trust you.� Kelly mentioned that she uses the consecutive weeks to build that 
relationship and she sees this as an essential step for the future therapy sessions: 
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And because you got those consecutive weeks you have that chance to build 
up a bit of a relationship and they start to trust you. And I think if they are gone 
through that, then you have got them engaged going forward. (Kelly) 

Emma described in more detail that a constructive relationship, wherein SLTs support 
parents, is a key element for promoting behavioural change: 

The key thing, I think, is that the parents feel supported in changing or adapting 
their communication behaviours, and that they are not feeling, like I said before, 
that they are doing anything wrong, or that they are being criticized at all. I think 
that is a key thing. (Emma)

So, SLTs suggested that it is important to invest time in building rapport, to be sup-
portive and to create a safe environment in order to create a constructive relationship in 
which the PCIT can be e�ective. 

Parental empowerment
All SLTs reported the strength of involving parents in setting therapy goals and evalu-
ating these. As Jane described, involving parents in goal setting might increase the 
relevancy for them: 

The �rst one [strategy] they can choose and then I think that is a useful way 
in because you are picking something that really makes sense to them. There 
is something right in the front of their mind that comes up they think is really 
relevant. (Jane)

SLTs underlined the importance for parents to see a direct result in their child�s language 
due to parents� changed communication style. Sophie stated:

I think if they can see progress then that is really motivating for parents. There 
may be other factors going on in the family that may disengage them, but I think 
if they can see the progress and the in�uence that they have had through using 
these strategies, I think yeah they remain engaged. (Sophie)

SLTs use re�ection techniques to enable parents to see changes in the communication 
with their child due to their changed communication style. 

Some parents don�t always believe that they can make the right choices and are 
the skilled partner and expert in their child. But I am trying to show them and 
facilitate that feeling that they do make the best decisions and they do know 



52   |   Chapter 3

what is going to impact their child. That helps their con�dence when they see the 
shifts, that happened just by using one strategy. (Jane)

Barriers
Some SLTs reported that parents do not attend therapy because of practical or biopsy-
chosocial barriers. For example, the travelling distance or child care for their children 
can be a challenge as mentioned by Rosy: 

But parents tell us it is mainly because of child care. Also some parents in this area 
don�t like to travel very far, and they don�t have their own transport. So they rely 
on public transport so that can be di�cult as well. (Rosy)

Other parents that come to therapy might have di�cult home situations and are not 
able to conduct home-work activities, as illustrated by Kelly�s quotation. Again setting 
realistic targets, based on parents� context factors is essential for engaging parents in 
therapy. 

And I just say, and certainly for parents perhaps that have more complex back-
grounds, or maybe when there is a new child in the family, so if you can just do 
it twice, you know, three times, then that is great. You know, so because I want 
them to come back having felt that they have achieved something, rather than 
they failed something. (Kelly)

Other parents might not attend therapy or disengage because of their own learning 
di�culties or, for example, drug and alcohol related addictions as mentioned by Sophie: 

So sometimes the parents have their own issues. There may be learning di�cul-
ties in the family, they may have had or have drug and alcohol related addictions. 
There may have been domestic violence, there may be mental health issues. 
Mental health is quite a big one. And we know about the research with attach-
ment that PCIT supports attachment and the bond with the child. So with mental 
health quite often the attachment is insecure, and so we use that to make the 
initial statement of engagement. (Sophie)
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Discussion

A secondary analysis of qualitative data from ten interviews provided a rich and detailed 
account of SLTs views on the factors that facilitate or pose barriers for parents� engage-
ment in PCIT. Four themes were identi�ed: mutual understanding, constructive relation-
ships between SLTs and parents, parental empowerment and barriers. These themes 
provide a simple but powerful new insight into how SLTs think about parents� engage-
ment. Increasing our understanding in this way will facilitate re�ection by practitioners 
on their own attempts to engage parents in programmes of intervention.

The �rst theme creating mutual understanding re�ected what SLTs expected of the 
parents, the aim of the strategies and parents� understanding of the therapy aim through 
the lens of their therapists. It is also about therapists� understanding of parents� back-
ground situation, and the parents� expectations and views. Participating SLTs suggested 
that expectations about parents� role in PCIT often di�er between the SLT and parents. 
According to Davies et al. (2016) SLTs assign an intervener role to parents, whereas par-
ents have a �rm conception of their role as advocate. Goodhue, Onslow, Quine, Brain & 
Hearne (2010) noted that the parents in their study did not expect to deliver the therapy 
themselves, but expected their children to be ��xed� by the therapist. Similar results were 
found by the study of Watts Pappas, McAllister & McLeod (2016) focussing on parental 
beliefs and experiences regarding involvement in intervention for their child with speech 
sound disorder. However, taking on an active role in therapy is important for gaining 
success in health care (Hibbard & Gilburt, 2014). Therefore, it is crucial for health services 
to know in what way they can help patients, in this case parents, to understand their role 
(Hibbard & Gilburt, 2014). Marshall et al. (2007) stressed that it is important for SLTs to 
understand what role parents assign themselves and avoid inaccurate assumptions or 
interpretations of parents� actions. This requires the use of culturally competent question-
ing techniques that allows respectful exploration of the parents� perspectives (Westby, 
Burda & Mehta, 2003). In order to create mutual understanding about the parents� and 
SLTs� roles, SLTs should invest in talking more about parents� central role during the initial 
consultation and during intervention (Marshall et al., 2017; Goodhue et al., 2010). 

The second theme is creating a constructive relationship, which was expressed as an 
important process by the participating SLTs. According to these SLTs, parents can have 
negative feelings about themselves which might in�uence their engagement with the 
therapy. Glogowska and Campbell (2000) reported parents� feelings of guilt too; this 
was associated with the thought that they might be at fault for their child�s condition 
or nervousness about therapy and what is being asked of them during therapy. Con-
versely, Marshall et al. (2017) found that parents in their study did not express guilt or 
a sense that it was their fault. Parents need to be con�dent in their abilities in order to 
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be able to fully engage in therapy (Hibbard & Gilburt, 2014; Joseph-Williams, Edwards 
& Elwyn, 2014). In relation to the parents� feelings, coaching parents is one of the skills 
SLTs need when conducting PCIT (Kaiser, Hancock & Trent, 2007). Techniques such as 
coaching would help parents to be more con�dent about themselves and their ability 
to have an impact and hopefully subsequently increase their engagement. These types 
of skills are becoming more prevalent across healthcare professions and therapists may 
need to consider professional development in areas such as health coaching or motiva-
tional interviewing. These skills can be used to build a therapeutic alliance (Hougaard, 
1994; Freckmann, Hines & Lincoln, 2017). Therapeutic alliance is an umbrella term for a 
variety of therapist-client interaction and relational factors operating in the delivery of 
treatment. Hougaard (1994) developed a model which divides therapeutic alliance into 
�personal alliance� based on interpersonal relationship between patient and therapist, 
which links to the theme constructive relationships, and into �task related alliance� based 
on a shared agenda for the goals, methods, focus and �depth� of the treatment, which 
links to the theme mutual understanding. Another important skill for creating construc-
tive relationships with parents from a variety of cultures is cultural competence (Gri�er 
& Perlis, 2007). Gri�er & Perlis (2007) state that each SLT should be culturally competent 
in order to develop responsive, reciprocal, and respectful relationships with their clients.

It has also been suggested that for increasing engagement, parents need to gain a 
greater sense of control and feel empowered in helping their child (Hibbard & Gilburt, 
2014), which links to the third theme parental empowerment. Empowering parents and 
involving them in choosing strategies in therapy improves the parents� engagement, ac-
cording to some participating SLTs. Helping patients to be involved in therapy and stimu-
lating shared decision making (SDM) is a trending topic in health research and practice. 
SDM improves patient satisfaction and treatment adherence (Joosten et al., 2008) and 
stimulates engagement with therapy (Elwyn et al., 2010). Families need SLTs to provide 
them with �honest, transparent and accessible information about interventions and their 
underpinning evidence� in order to support them to become e�ective partners in therapy 
(Roulstone, 2015). Gibbard & Smith (2016) reported that investing time in increasing par-
ents� knowledge is useful in bringing real and lasting bene�ts to their children. However, 
knowledge alone does not empower patients to become involved in therapy, according 
to Joseph-Williams et al. (2014), who conducted a systematic review on patient-reported 
barriers and facilitators to shared decision making. A barrier to patients� involvement is a 
power-imbalance in the clinician-patient relationship. Parents need to feel con�dent in 
their own knowledge, they need to know that their input is valued and will not damage 
their care process. Joseph-Williams et al. (2014) suggested that a power balance could 
be addressed by attitudinal changes at the levels of patient, clinician/healthcare team 
or organisational change. Goodhue et al. (2010) underlined the importance of �nding 
the right balance between empowering parents so they have control of their children�s 
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therapy while not letting the responsibility become a burden and cause negative feel-
ings, such as anxiety or guilt. The interviewer did not speci�cally ask SLTs about what they 
actively do to give parents power. Participating SLTs did however express that they try 
to empower parents by letting them re�ect on their interaction with their child. Through 
re�ection parents gained insight in the positive changes in their child�s communication 
as a result of their improved communication skills. The importance of re�ection in rela-
tion to the level of engagement is not currently a main focus of published literature; 
however, it is mentioned as an ingredient of a PCIT approach (Roberts, Kaiser, Wolfe, 
Bryant & Spidalieri, 2014; Falkus et al., 2016), and seen as an important tool for increasing 
parents� understanding of the strategies (Roberts et al, 2014). 

As mentioned by the participating SLTs, parents often experience practical and biopsy-
chosocial barriers, theme four. Similar barriers are described in literature, such as lack of 
time, travel distance and taking care of siblings (Gordon et al., 2010; Gibbard & Smith, 
2016; Goodhue et al., 2010). Maggi, Irwin, Siddiqi & Hertzman (2010) described how 
positive parenting can be challenged by socio-economic or personal circumstances, 
such as unemployment, stress and/or depression. If parents are experiencing high levels 
of demand on their physical and/or mental resources, engaging in therapy might be 
hard for them. According to the participating SLTs, having unrealistic expectations of 
parents� abilities to get involved in therapy and to conduct home activities negatively 
in�uence parents� engagement with the therapy. They argued that it is important to 
invest time in understanding parents� background, which contributes to the mutual 
understanding between parent and SLT. Gibbard & Smith (2016) noted low engage-
ment with PCIT in disadvantaged areas. They adapted a proven intervention, focussing 
on the accessibility of therapy, attitudes towards the service, fear of judgement, lack 
of con�dence and motivation. They aimed to persuade parents that engaging in their 
child�s development can make an impact. In the service evaluation, the investment of 
resources in the disadvantaged area produced greater levels of attendance and engage-
ment from the parents having PCIT. Additionally, they found that the children made 
gains with their language development that were comparable to children receiving the 
intervention in other parts of their service (Gibbard & Smith, 2016). 

It is not always easy for therapists to invest in parents� engagement and to take the 
parents� barriers into account when setting up and conducting PCIT, since their organ-
isational structure and the practical demands of running a (group) intervention may 
not be particularly �exible (Klatte & Roulstone, 2016). In practice, services for children 
with speech, language and communication needs have often been designed around 
the needs of local authorities (Bercow, 2008) rather than in consultation with families. 
However, there is growing recognition and expectation that parents and children will 
be involved in the development of services, with a legal requirement now in the UK 
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for children and families to be consulted (The Stationary O�ce, 2014). This is not just 
at the level of the child�s individual care but also at a strategic level in the design and 
development of services. 

Strengths and limitations

The current �ndings o�er an in-depth secondary analysis of Klatte and Roulstone 
(2016) by providing a more nuanced understanding of parent engagement within PCIT 
through the lens of practicing SLTs. Nevertheless this provides only one perspective and 
the addition of the parents� views would have provided a more rounded picture. 

Although the primary analysis did not focus on parent�s engagement the present papers� aims 
are still congruent with the original study; that of understanding the components of PCIT. 

As with all qualitative work, the researchers must be aware of the potential for interviewer 
bias. Con�rmation bias is where the researcher inadvertently cherry-picks information 
that con�rms their existing beliefs or ideas. Within the present research this was in-part 
mitigated by the interviewer having limited experience of therapy within the NHS, and 
therefore having no pre-existing beliefs of ideas to bias their questioning or analysis. 
It was also addressed by the iterative nature of the data collection and feedback from 
the other authors challenging interpretation and identifying potential future probing 
questions. 

The initial coding process was conducted by one researcher, which might limit the cred-
ibility of the data. The themes were identi�ed in discussion with the three authors. Ten 
SLTs participated in the study, which could limit the transferability of the �ndings to 
other contexts and regions. However, in qualitative studies on parental perspectives 
similar results are found, which supports the credibility and transferability of the �nd-
ings. Furthermore, if the analysis has achieved a sound phenomenological description 
of therapists� experiences of parent engagement, then the themes should resonate with 
others conducting this kind of intervention with parents.

The SLTs interviewed in this study participated on their own initiative, in response to 
a call for participants. This may mean that a selection bias might be present since it is 
likely that participating SLTs were those who felt they had something to say about this 
topic. Furthermore, the study attracted only white participants, with English as their 
�rst language; thus the ideas generated may have a particular social bias. Future studies 
of SLTs� views should attempt to sample more widely in order to check the validity of 
perspectives across a wider spectrum.
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Clinical implications and conclusions
This research paper considers therapists� views about parents� engagement, about what 
they think stimulates parent engagement or e�ects disengagement. Gaining under-
standing about parents� engagement from interviews with parents experiencing or who 
have experienced PCIT would be a valuable addition to this research. 

SLTs play an important role in helping parents to engage and to stay engaged with 
therapy. They can in�uence the mutual understanding, the development of construc-
tive relationships, empower parents and take the barriers of parents into account. Train-
ing SLTs in how to engage parents, focusing on these components, and increasing SLTs 
cultural competence is necessary for providing a socio-cultural approach that suits with 
parents from culturally and linguistically diverse backgrounds. More research is needed 
on how to train these skills in SLTs in the best way. 

As mentioned before, the level of engagement will di�er between parents. Measuring 
their engagement level might be a useful step towards knowing how much an SLT 
needs to invest in the engagement of parents. However, in order to do this, consistent 
and clearer de�nitions of engagement are needed, particularly those that can use data 
that could routinely be collected by services. This paper makes an initial contribution 
about how SLTs view parents� engagement. 

SLTs need to take a lot of di�erent factors into account when conducting PCIT; one of 
the important aspects is to engage the parents. This secondary analysis provides a good 
place for the individual therapist to consider the themes and subthemes in order to 
re�ect on their own approach to PCIT.
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Appendix 3.1 Example of a path elaborating a question

I You were saying at the beginning that you see a huge variety of parents. Can you tell me more 
about that? 

SLT For example one mum, she is really keen, really engaged, wants to do it. Automatically sits on the 
�oor with the child, really takes on board what you said to her. Doesn�t need you to explain things 
in several di�erent ways, just seems to get it. I use to cover di�erent parts of B. [city] as well as this, 
when I worked fulltime, and I had a lot of Somali speaking families. And that was a whole di�erent job 
because, a lot them felt quite uncomfortable even sitting on the �oor with their children to play in 
the �rst place. And didn�t respond even to quite direct requests. So �can you sit on the �oor with your 
child?� and they still might not do it.

I And how did you deal with that?

SLT Let them sit on a little chair, because I felt that was better than nothing. And again, actually I think, 
you have to think about where the families started from. If that mum doesn�t sit down and play 
with their child and chats with them during the day, because that is not part of their daily set up, 
then maybe a successful outcome of PCI would be for that mum just to sit and play with her child, 
even if it is on a chair and they are not doing the strategies well. Maybe just making that change is a 
good starting point, whereas the mum who was really engaged was already sitting and playing, but 
she was ready to learn how to use her language much more e�ectively, thinking about her child�s 
language. And then there are some parents are a bit ... I had one [parent] who found it quite di�cult, 
she...because it didn�t work straight away, the child had a developmental delay, he is now 2 years old 
and being assessed for possibly autism but possibly just social communication as part of develop-
mental delay. And he, you know it took about a year really for him to show much progress in his 
language. Which I think made her question the e�cacy of the treatment approach. Sometimes, I don�t 
know, I think maybe she felt, she de�nitely felt that. 

I What do you mean by that?

SLT Either she thought it wasn�t gonna work, because I wasn�t able to �x it. I also think even though I tried 
my hardest not to make her feel like this that we were saying that she did something wrong and had 
to change. And she did, I don�t know if it in�uenced it or not, but she did have a medical history of 
depression. Don�t know, I don�t want to make any judgements about whether that a�ected her ap-
proach to it. But she found it emotionally quite di�cult to do, the appointments. 
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Abstract

Background
Collaboration between therapists and parents of children with developmental dis-
abilities is a key element of family-centred care. In practice, collaboration appears to 
be challenging for both parents and therapists. This systematic review aims to make 
explicit how therapists can optimise their collaboration with parents of young children 
with developmental disabilities, according to the perspectives of parents and therapists.

Methods
A systematic review was conducted using the following databases: Medline (Pubmed), 
CINAHL (OVID) and PsychINFO (OVID). Those papers were selected which focused on 
collaboration using a two-way interaction between therapists and parents, exploring 
the perspectives of therapists and/or parents of children between 2 and 6 years. Papers 
needed to be published in English or Dutch between 1998 and July 2021. Included 
papers were synthesised using a qualitative analysis approach by two researchers in-
dependently. Results sections were analysed line-by-line, codes were formulated and 
discussed by all authors. Codes were aggregated, resulting in a synthesis of speci�c 
collaboration strategies in combined strategy clusters.

Results
The search generated 3439 records. In total, 24 papers were selected. Data synthesis 
resulted in an overview of speci�c strategies organised into �ve clusters: 1) continuously 
invest time in your collaboration with parents, 2) be aware of your important role in the 
collaboration with parents, 3) tailor your approach, 4) get to know the family, and 5) 
empower parents to become a collaborative partner. 

Conclusions
This systematic review resulted in an overview of concrete strategies for therapists to 
use in their collaboration with parents of children with developmental disabilities. The 
strategies formulated enable therapists to consciously decide how to optimise their 
collaboration with each individual parent. Making these strategies explicit facilitates 
change of practice from therapist-led and child-centred towards family-centred care. 
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Introduction

Family-centred care is related to positive outcomes for parents, families, parent-child 
interaction, and children, according to several systematic reviews and meta-analyses 
(Dempsey & Keen, 2008; Dunst, Trivette & Hamby 2007; King et al., 2004; Kuhlthau et al., 
2011). More and more the importance of family-professional collaboration in therapy 
for young children with developmental disabilities has been emphasised as a key ele-
ment of family-centred care (An & Palisano, 2014; Harniess et al., 2021; Klatte et al., 2020; 
Kokorelias et al., 2019; Mas et al., 2022). An et al. (2016; p1844) describe collaboration 
as �mutually supportive interactions through which knowledge and skills are shared, 
mutual understandings occur, and shared-decisions are made�. Collaboration can be 
divided into participatory practices and relational practices (Mas et al., 2022). Participa-
tory practices aim to increase active parent engagement and include behaviour such 
as shared goal-setting, building on parents� strengths and promoting the acquisition of 
new skills (Dunst & Trivette, 2009). An & Palisano (2014) describe a four-step process of 
collaborative service delivery comprising mutually agreed upon goals, shared planning, 
shared implementation, and shared evaluation, integrating child and family needs, 
preferences and routines. For parents, relational practices are essential for participation 
in the therapy process (Kokorelias et al., 2019; Klatte et al., 2020). Relational practices 
aim to build on the relationship with parents and include aspects like empathy, active 
and re�ective listening, e�ective communication, and cultural sensitivity to parental 
values and needs (Hill, 2009). All collaborative practices should be performed with a 
two-way interaction style between parents and therapists (Melvin et al., 2019; An & 
Palisano, 2014). This involves not only informing and explaining things to parents, but 
also listening to parents� concerns and giving them a voice.

In theory, collaboration is clearly explained and its importance for clinical practice is rec-
ognized. However, there is a gap between theory and practice. Collaboration with parents 
is found by therapists to be complex and di�cult to implement in daily practice (Klatte et 
al., 2020). Therapists commonly experience parental disengagement with therapy and do 
not feel pro�cient in establishing collaboration with parents (Klatte et al., 2019; Melvin et 
al., 2019). No one-size-�ts-all approach exists, since therapists and parents have to deal 
with a variety of factors: 1) both parent and therapist bring their unique set of character-
istics, needs, priorities, history and expectations; 2) each child is unique and needs a per-
sonalised approach; 3) therapists and parents have their own personal preferences and 
communication styles in their collaborations with each other; 4) therapists and parents 
have to deal with local institutional and �nancial factors (Kokorelias et al., 2019; Klatte & 
Roulstone, 2016; Joseph-Williams et al., 2014). For parents, collaboration can be challeng-
ing: they can feel overwhelmed by their child�s diagnosis, may have underlying emotional 
needs linked to their child�s di�culties, and may have competing demands on their time. 
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These factors may negatively in�uence their readiness to take part in the intervention 
process, according to a systematic review of parental experiences with parent-child in-
teraction therapy (O�Toole et al., 2021). Also, known barriers to shared decision-making in 
health care, such as time constraints and a power imbalance between parents and health 
care professionals (Joseph-Williams et al., 2014), are thought to play a role with parents.

The complexity of collaboration demands �exibility and individualised approaches 
to �t therapists� and parents� unique situations. In order to facilitate the collaborative 
process, it is essential to enable both therapists and parents to collaborate with each 
other. In therapy settings, therapists play a crucial role in enabling parents to become 
a collaborative partner. Therapists need to facilitate trusting relationships, with mutual 
understanding, and need to empower parents (Klatte et al., 2020). In order to change 
practice, support is needed for therapists to overcome barriers and to enable them to 
implement collaborative practices in their daily work. Therefore, there is a need for prac-
tical recommendations and strategies for therapists to support them in the translation 
from theory to practice; how to collaborate with parents, taking the various therapists�, 
parents� and children�s factors into account. In other words, it needs to be made explicit 
what therapists can do to optimise their collaboration with parents.

The systematic review of Kokorelias et al. (2019) is a good example of being explicit 
about the kinds of practices that are important when collaborating with parents, based 
on existing models and theories of family-centred care: as they state, �it is important to 
be clear about di�erent roles parents can have in therapy�. Harniess et al. (2021) used re-
alist synthesis to develop explicit theories about what works in parental engagement in 
early intervention for infants with cerebral palsy. They developed three theories about 
the quality of the relationship between parent, therapist and infant, parent education, 
and co-designing interventions. They provide �ve explicit strategies that would be 
useful in parental engagement, such as that �therapists [be] easily contactable between 
sessions�. O�Toole et al. (2021) formulated 21 key �ndings describing the facilitation of 
practices for implementing parent-child interaction therapy based on parental experi-
ences. For example �Parents may be more likely to engage with the intervention when it 
is oriented to their family routines� .

These reviews outline important steps in exploring what therapists can do to optimise 
parental engagement based on theory (Harniess et al., 2021), and parent-child interaction 
therapy based on parental experiences and perceptions (O�Toole et al., 2021). However, 
practical strategies for therapists to determine how to collaborate with parents are lack-
ing. There is a need for an overview of practical strategies relevant to the elements of col-
laboration (mutually agreed-upon goals, shared planning, shared implementation, shared 
evaluation (An & Palisano, 2014)) and its prerequisites (mutual understanding, trusting 
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Studies were selected when at least some of the participants were parents or therapists. 
We focused on the age range between 2 and 6 years old, since children from the age 
of two years become less dependent of their parents and therapists tend to work more 
directly with the child; under two, therapists are more used to collaborate with parents. 
The full eligibility criteria are listed in Table 1. We chose to select papers upward of 1998 
based upon a key paper of Rosenbaum et al. (1998) de�ning family-centred care. 

Search strategy 
A search strategy was developed based on several key papers retrieved from a quick 
literature scan and papers collected from authors� network partners. The search strat-
egy used terms based upon �collaboration�, �developmental disabilities�, �therapists� 
and �child�. The search strategy included a combination of free text and index terms 
(Appendix 4.1). Searches were using databases MEDLINE (PubMed), CINAHL (OVID) 
and PsychINFO (OVID) for the period 1 January 1998 to 7 July 2021. The reference lists 
of all included studies were checked for relevant papers. A trained librarian of [name 
university] supported the development of the search terms and executed the search. 

Selection processes 
Titles and abstracts identi�ed were downloaded into RefWorks Citation Manager (Pro-
Quest LLC, 2022) and duplicates removed. Remaining articles were imported into the 
research tool Rayyan (Ouzzani et al., 2016). Two reviewers (IK and AG) independently 
reviewed one third of all titles/abstracts with an agreement rate of 95%, resolving con-
�icts through discussion. Discussions yielded topics such as narrowing the inclusion 
criteria. For instance, acute care settings were excluded since these do not require pro-
longed engagement of parents with therapy. After the initial screening, it was decided 
that all remaining abstracts could be screened by one reviewer. A similar process was 
followed in screening full text papers, the �rst eight being independently screened by 
three reviewers (IK, MK and AG) and discussed. Based on this discussion, the inclusion 
and exclusion criteria were further re�ned. For example, the paper had to make practi-
cal suggestions for therapists to optimise their collaboration with parents. Next, two 
reviewers (IK and AG) independently screened 22 papers, discussing their decisions 
together with the third reviewer (MK), with an agreement rate of 59%. Since it was chal-
lenging to ensure that a paper focused on a two-way collaboration, more detail was 
added to the screening instructions to de�ne this (e.g. not only providing therapy to 
parents, but also taking parents� preferences and needs into account). It was decided to 
continue the process with two reviewers for ten further papers. After the review process 
for forty papers independently conducted by two reviewers, there was an agreement 
rate of 90%. The remaining full texts were screened by a single reviewer (IK). In case of 
doubt, papers were discussed with another reviewer (AG and/or MK). In total, 22% of all 
full text articles were independently screened by two researchers. 
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Data extraction and synthesis
Study characteristics about the included papers (e.g. study design, participants, health 
area) were extracted (see Table 4). Two reviewers (IK and AG) independently extracted 
the study characteristics of the �rst 33% of the papers. Since similar decisions were 
made, the extraction of the study characteristics of the following 67% of the papers was 
conducted by one reviewer (IK).

The data were synthesised in a qualitative way. The �rst step was to select elements of 
results sections relevant to our research question. The second step was to code the text 
line-by-line. The �rst three papers were independently analysed by three authors (IK, MK 
and AG) sequentially, with each paper being analysed and discussed prior to the analysis of 
the next one. Discussions were aimed at determining what kind of information answered 
our research question. It was decided to code information re�ecting a positive in�uence on 
the collaboration according to parents and/or therapists. Neutral comments about what 
therapists did were not relevant. The next �ve papers were independently analysed by two 
authors (IK and AG), followed by a discussion of the codes. This process was repeated till all 
papers were analysed. The data included primary data and authors� descriptions of the �nd-
ings. In order to be transparent, if a code was based on parents� or therapists� perspectives, 
the code names included a �P� (=parent), �T� (=therapist) or �P/T� (=parent and therapist). 
ATLAS.ti 9 Windows (ATLAS.ti Scienti�c Software Development GmbH, 2022) was used to 
manage the data. The initial coding stage resulted in 437 initial codes. The third step was to 
aggregate the initial codes. The aggregation was conducted by IK and AG and discussed in 
a meeting with all authors. In Step 4, strategies were formulated using terminology close to 
the initial codes (see Table 2). In order to organise the formulated strategies, in Step 5, these 
were divided into clusters, named and discussed by all authors (see Table 3).

Table 2. Example of the process from initial codes to strategies

Strategy Aggregation of initial codes 

Inform parents about the disorder in general P: inform parents about the disorder in general; T: Clearly 
explain the child�s disability

Table 3. Example of the process from clustered strategies to a named cluster of strategies 

Named cluster of strategies Clustered strategies

Get to know the family Take time to get to know parents and their background
Understand the family system using two-way communication
Establish a good relationship with the child
Try to understand the reason for parents� questions
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Study risk-of-bias assessment
To get an indication of the methodological quality of the included studies, the Mixed 
Methods Appraisal Tool (MMAT) was used to appraise the quality of the studies (Hong 
et al., 2018). The MMAT was appropriate to use, since the current systematic review 
included studies with qualitative and mixed method study designs. Two authors (IK and 
AG) independently completed the MMAT for 20% of the papers. Based on full agreement 
of the assessments, one author (IK or AG) conducted the appraisal of the other 80%. In 
cases of low methodological quality (less than 2 points out of 5), studies were excluded. 

Results

The search generated 3439 records. Twenty-one studies met the criteria for inclusion in 
the review, with a further three papers identi�ed from reference lists, making a total of 
24 included studies. These studies included parents and therapists; physical therapists, 
occupational therapists and speech language therapists. Although some studies were 

Figure 1. PRISMA study �ow chart
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Table 5. Clusters of strategies 

Continuously invest time in your collaboration with parents 

Be aware of your important role in the collaboration with parents
-	 Your mindset
-	 Your communication style

Tailor your approach

Get to know the family

Empower parents to become collaborative partners
-	 Ensure parents� understanding
-	 Give parents emotional support
-	 Give parents the ability and opportunity to bring up subjects and ask questions

performed in early intervention settings, early interventionists were not mentioned 
speci�cally as a profession. A PRISMA �ow diagram (Page et al., 2021) with exact num-
bers included and excluded at each stage is shown in Figure 1.

Study characteristics
Table 4 contains study characteristics of the studies included in this systematic review. 
Eleven focus on therapists� perspectives, eight on parental perspectives, and �ve on a 
combination of perspectives. Most studies have qualitative study designs, except for 
three with mixed methods designs. In total, the 24 studies summarise the perspectives 
of 286 parents and of 769 therapists. The studies were conducted in early intervention 
(n = 7) and paediatric rehabilitation (n = 8) contexts, where therapists include physio-
therapists, occupational therapists, and speech and language therapists. Some studies 
were conducted in speci�c health areas, such as speech and language therapy (n = 5) or 
occupational therapy and/or physiotherapy (n = 4). We assessed 21 studies as having no 
methodological limitations and three having minor limitations (Appendix 4.2).

Results of qualitative synthesis
Data synthesis resulted in a large amount of speci�c strategies for therapists to use in 
their collaboration with parents. To support the reader in digesting all strategies, we 
have divided them into �ve clusters (see Table 5). 

Continuously invest time in your collaboration with parents
Collaboration with parents can only be optimised when therapists invest time in this. 
It is important not just to spend time on single occasions, for example one meeting at 
the start of the therapy process, but also to invest time in the collaboration with parents 
on an ongoing basis. In view of changing needs, priorities and preferences of parents 
and children, therapists should frequently communicate with parents about therapy 
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and goals. This is illustrated by a quote of Graham et al. (2018) who explored therapists� 
experiences with an intervention focusing on collaboration with parents: 

Descriptions of spending more time and greater attention to listening to care-
givers� concerns, aspirations and knowledge of their child dominated therapists� 
comments. � Rather than perceiving listening as something that occurred early 
in therapy, before moving on to �prescribing� solutions, therapists described it as 
something they now did throughout the therapy encounter.

Speci�c strategies for this cluster are illustrated in Table 6.

Be aware of your important role in the collaboration with parents
Therapists play a key role in their collaboration with parents and what they feel, think 
and do can in�uence this collaboration. Within this cluster, strategies regarding the 
subclusters your mindset and your communication style are presented.

Your mindset
Nearly all papers describe the importance of therapists� mindsets in the collaboration 
between parents and therapists (see Table 7). Strategies are about treating parents with 
respect, being open-minded and non-judgemental, and not making assumptions. This 
is illustrated by a participating therapist in Meadan et al. (2018):

Families are the expert on their child and family. My role in early intervention is 
not to judge them or get them to �come around to my way of thinking.� It is to 
support the caregiver and child in their current environment. Every family does 
the best they can in the situation they are in with the resources they have.

Table 6. Strategies related to the cluster �Continuously invest time in your collaboration with par-
ents�

Strategy Article numbers Mentioned 
by parents 
(P) and/or 
therapists (T)

Invest time in optimising the collaboration with parents 1, 3, 4, 5, 6 7, 11, 
13, 14, 15, 16, 
18, 24

P and T

Frequently communicate with each other about therapy and goals, and 
parents� (changing) needs, priorities and preferences

5, 7, 12, 13, 14, 
15, 20, 21

P and T

Give parents time to absorb all information 14 T
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Your communication style
Parents and therapists described the importance of a positive communication style, 
focusing on strengths as well as challenges, and sharing positive comments in response 
to parents� input.. An open communication style using open questions and truly listen-
ing to parents is helpful and enables parents to give input. Edwards et al. (2016) states 
the following about a participating mother: 

Joanna identi�ed the value of the information that parents are able to provide 
and expressed frustration that her input was often not considered: �I want some-
one to listen to me, because for 6 years we�ve been with him day and night, and 
we�ve got information that can help.� 

Table 7. Strategies related to the subcluster �your mindset�

Strategy Article num-
bers

Mentioned 
by parents 
(P) and/or 
therapists (T)

Be open-minded to parents� suggestions/backgrounds 6, 12, 14 P and T

Act non-judgementally 4, 5, 12, 14, 16, 
18, 20, 23

P and T

Do not make assumptions 11, 14 P and T

Show respect to parents
-	 Show respect to parents� input
-	 Be on time for meetings
-	 Respect each other�s time investment

2, 4, 14, 18, 19, 
20, 24

P and T

Be honest and open
-	� Be honest about what is going on: do not leave information out or trivi-

alise the situation
-	 Be yourself/be real
-	 Keep your promises
-	 Be clear about what your competences are and are not

1, 2, 4, 8, 10, 
11, 13, 17, 
18, 24

P and T

Act upon the belief that parents are central in their child�s life
-	 Let parents make �nal treatments decisions
-	� Take on a facilitative role to position caregivers as owners of problems, 

goals and solutions
-	 Value parents� opinions and input

2, 13, 14, 15, 19 P and T

Be empathic/sensitive
-	� Act upon the belief that every parent does the best they can with the 

resources they have
-	 Be careful/tactful with language

3, 4, 8, 10, 13, 
14, 19, 20, 
15, 23

P and T

Treat every family as unique 4, 14 P and T

Be approachable 1, 14, 24 P and T

Be pro-active 3, 4, 11 P and T

Be �exible (location, communication device, planning, interview structure, 
your goals and plans)

1, 9, 13, 23 T
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The importance of asking parents open questions is underlined in the study of Coogle 
et al. (2016):

George�s mother described how she worked with di�erent interventionists and 
how they were all interested in her concerns. She said: �The thing that is really 
nice is they all ask speci�cally what are our concerns. The approach is di�erent, 
but they all have similar beginnings when they ask how is this impacting you? 
What do you need the most? It is helpful � it makes me feel that the services are 
more appropriate to our situation.� 

Speci�c strategies for this subcluster are illustrated in Table 8.

Tailor your approach
Preferences, ability and opportunity in the way parents would like to collaborate di�er 
for each parent and with each parent it can di�er from time to time. For therapists, it is 
therefore important to continuously tailor their approach to parents� (changing) needs, 
preferences and abilities by discussing what works for parents. As illustrated by the 

Table 8. Strategies related to the subcluster �Your communication style�

Strategy Article num-
bers

Mentioned 
by parents 
(P) and/or 
therapists 
(T)

Be positive/emphasise strengths
-	 Use a strength-based approach 
-	 Celebrate small wins
-	 Look for growth in child and parent
-	 Include positive comments about a child as well as the challenges

4, 5, 7, 15, 20 P and T

Use open questions, such as
-	 What questions do you have (instead of �Do you have questions?�)
-	 What is actually important to you?
-	 What do you want us to work on together?
-	 How are things going at home?
-	 How is this impacting you?
-	 What do you need the most?
-	 What do you think?

2, 7, 14, 15 P and T

Use an active listening style
-	 Be interested in the parents, ask questions
-	 Ask questions about family�s situation/background
-	� Follow parents� lead in your interview, trying not to structure the conver-

sation too much

1,2, 4, 5, 7, 11, 
13, 14, 15, 17, 
22, 24

P and T

Be solution-focused 14, 15, 21, 23 P and T
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quote of a participating therapist in the study of King et al. (2015): �Tailoring practice was 
seen as part of building a collaborative relationship: �I think that tailoring your approach 
� ��adapting�� � and building a relationship of trust are very important.�’" 

Speci�c strategies for this cluster are displayed in Table 9. 

Table 9. Strategies related to the cluster �Tailor your approach�

Strategy Article 
numbers

Mentioned 
by parents 
(P) and/or 
therapists 
(T)

Tailor the frequency and style of communication 7, 17, 20 P and T

Discuss with parents process and roles in terms of determination of treatment 
goals and plans, implementation and evaluation of the intervention 

3, 5, 8, 11, 
17, 20

P and T

Share information in ways that meet the learning needs of the parents 14, 20 T

Implement goals and activities in daily life 1, 5, 14, 
21, 24

P and T

Determine short- and long-term goals with parents based on their priorities. 
Formulated goals should be: 
-	 Small
-	 Achievable
-	 Concrete
-	 Functional
-	 Observable 

3, 5, 6, 13, 
15, 16, 19, 
20, 21

P and T

Continuously communicate with parents to see if goals and plans are still in line 
with their and their child�s needs 
-	 Review goals repeatedly with parents
-	� Negotiate and look for compromises when families and therapists disagree on 

therapeutic goals and interventions
-	 Incorporate new goals or priorities as they emerge
-	 Check with parents if goals are still in line with their needs when something 
doesn�t work during the therapy process

5, 13, 14, 
19, 20, 23

P and T

Involve parents and/or other relevant family members 5, 9, 14, 22 P and T

Discuss with parents the frequency and timing (including the time of the day) of 
therapy sessions

13 T

Support parents by using your competence 8, 11, 21, 
23

P and T
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Get to know the family
Getting to know the parents and their background is an important element in optimis-
ing the collaboration with them. When you understand parents� background, it helps to 
set realistic expectations of the role parents might have in treatment, as illustrated in 
the paper of King et al. (2015): 

�Obviously you can�t learn about every single culture there is, but just to have 
some sort of understanding so that you can be more sensitive in working with 
the families, making them part of your team in a positive way that they can feel 
more empowered� (OT7). Understanding the family situation contributed to 
realistic expectations of the role families might have in treatment, or the degree 
to which they might become engaged in the process. 

Strategies (Table 10) suggested in this cluster include making home visits, observing 
and listening to parents and using a two-way communication style. 

Empower parents to become collaborative partners
For therapists, it is essential to be aware that parents need to be empowered to become 
collaborative partners. The strategies are organised into three subclusters: ensure 
parents� understanding, provide parents with emotional support, and give parents the 
ability and opportunity to bring up subjects and ask questions.

Table 10. Strategies related to the cluster �Get to know the family�

Strategy Article 
numbers

Mentioned 
by parents 
(P) and/or 
therapists (T)

Take time to get to know parents and their background
-	 Observe and listen to parents
-	 Conduct home visits
-	� Try to understand how parents operate on a daily basis � using conversations 

and dialogue with parents

2, 5, 14, 16, 
18

P and T

Understand the family system by using two-way communication 4, 14 P and T

Establish a good relationship with the child
-	 Invest in the relationship with the child
-	 Be open, empathic and welcoming towards the child
-	 See the child as a whole person, not just a diagnosis

1, 3, 4,7, 
8, 24

P and T

Try to understand why parents ask questions 14 T
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Ensure parents� understanding
Only when parents understand the child�s diagnosis, the prognosis and the therapy 
process, are they capable of making informed decisions and taking an active role in 
implementing and evaluating interventions. This is illustrated in the paper of Kruijsen-
Terpstra et al. (2016): 

Many parents reported having had an urgent desire for general information on CP 
[Cerebral Palsy] when their child just started therapy at the rehabilitation center. 
Parents mentioned that it was di�cult for them to ask for speci�c information at a 
time when they were still quite unfamiliar with their child�s diagnosis and the reha-
bilitation setting. Parents reported that they appreciated it when therapists took 
the initiative in providing this general information. �Yeah, that [i.e. information on 
the way children with CP can function in society] is what I really missed! You enter 
a world that you know nothing whatsoever about. You leave the hospital with the 
child and they tell you �Well, keep track of its development�. And that�s about it.�

Several strategies are mentioned in Table 11 to ensure parents understanding and to 
support parents in receiving and processing information.

Table 11. Strategies related to the subcluster ’Ensure parents� understanding�

Strategy Article 
numbers

Mentioned by 
parents (P) and/or 
therapists (T)

Ensure parents understand the diagnosis/disorder
-	 Inform parents about the disorder in general
-	� Explain normal development to parents, so that they can understand the 

child�s di�culties
-	 Explain the common views of the disability in the local culture
-	� Support parents in their process of digesting and understanding the diagnosis

2, 5, 11, 
17

P and T

Ensure parents understand the (uncertainty around) the prognosis
-	� Discuss the (uncertainty around) the prognosis � e.g. explain that we don�t 

know which way development will go

2, 17 P and T

Ensure parents understand the therapy process/sessions
-	 Provide parents with information about what is coming in therapy
-	� Help parents to understand the important role they have in the therapy process
-	 Explain what you can do to help parents and the child
-	 Explain the role of each professional that works with the family
-	 Supply parents with a summary of the report
-	 Explain the report and test results to parents
-	 Write notes for parents about each therapy session
-	� Share information about what you are doing, what is helpful and what the 

next steps are
-	� Help parents to make the link between activities and the therapy goals during 

therapy process
-	 Explain the reasons behind the assessment
-	 Explain the rationale of the treatment decisions
-	 Share research literature with parents related to treatment decisions

1, 2, 3, 5, 
6, 8, 11, 
14, 16, 23, 
24

P and T
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Table 11. Strategies related to the subcluster  ’Ensure parents� understanding� (continued)

Strategy Article 
numbers

Mentioned by 
parents (P) and/
or therapists (T)

Increase parents� skills
-	� Give parents more insight into their own capabilities (give constructive feed-

back; use video as a re�ection tool)
-	 Model activities
-	 Support parents in delivering therapy activities at home

2, 10, 20, 
21, 24

P and T

Give parents more insight in the child�s constraints, interests, progress and learn-
ing potential
-	� Provide parents with regular feedback about their child�s progress over time
-	 Use joint observation
-	� Help parents to re�ect on daily routines to give them more insight into their 

children�s needs
-	 Discuss parents� expectations of their children�s development
-	� Conduct home visits as these support parents in understanding their chil-

dren�s conditions and developmental progress

3, 4, 5, 7, 
10, 11, 12, 
13, 14, 16, 
19, 21, 22

P and T

Check parents� understanding
-	 Welcome questions
-	 Ask questions to assist understanding
-	 Observe parents� reactions
-	 Ask parents to reformulate what they have understood

5, 14, 20 T

Facilitate parents in receiving relevant information
-	 Keep a notebook to share information received from all professionals
-	 Coordinate and organise information
-	� Decide which communication aid to use, based on parents� ability and prefer-

ences
-	� Modify your language to parents� level of understanding: no jargon; use par-

ents� own words
-	 Translate your information into parents� own language
-	 Use visual strategies
-	 Re-explain things: come back to things later
-	 Use simple concrete or basic examples that are relevant to families

1, 2, 4, 5, 
8, 13, 14, 
20

P and T
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Provide parents with emotional support
Emotional support for parents is crucial in enabling them to become collaborative 
partners. It is important for therapists to be aware that parents might not feel secure 
enough about their own capabilities to collaborate with them. For example, a therapist 
participating in the study of Brassart et al. (2017) says: 

Positive reinforcement is crucial, as the IP [Immigrant Parent] sometimes feel 
doubtful regarding their abilities due to cultural di�erences in childcare prac-
tices: �They feel as if they know nothing about their child. They forget that they�re 
competent, even if they have other children. I have to work hard to boost their 
con�dence. Afterwards, they�re more available to listen and exchange with the 
therapists about activities they have to do.� (SP-11). 

Speci�c strategies for this subcluster can be found in Table 12. 

Give parents the ability and opportunity to bring up subjects and ask questions
Parents need to be enabled to become collaborative partners by developing their abili-
ties and giving them the opportunity to bring up subjects and ask questions. Therapists 
should actively guide parents in expressing their opinions, asking their questions, and 
invite them to share their thoughts. As illustrated by Blue-Banning et al. (2004): �They 
[participating parents] also described the need for professionals to empower families by 
actively encouraging them to express opinions and helping families gain skills to enable 
them to participate fully in decision-making.� Speci�c strategies are displayed in Table 13. 

Table 12. Strategies related to the subcluster �Provide parents with emotional support�

Strategy Article num-
bers

Mentioned by 
parents (P) and/
or therapists (T)

Give parents con�dence by letting them know they are capable of sup-
porting their child
-	� Give parents con�dence and awareness that they are capable of 

caring for their child in the long run
-	� Help parents to believe in themselves that they can make the right 

choices and are the skilled partners and experts for their child
-	 Let parents feel successful in achieving goals

2, 7, 12, 14, 15, 
16, 20

P and T

Acknowledge parents� opinions, feelings, needs and views 4, 6, 18, 22 P
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Discussion 

This systematic review makes explicit how therapists can optimise their collaboration 
with parents of young children with developmental disabilities, according to the per-
spectives of parents and therapists. The qualitative synthesis of 24 papers resulted in an 
overview of speci�c strategies organised into �ve clusters: 1) continuously invest time in 
your collaboration with parents, 2) be aware of your important role in the collaboration 
with parents, 3) tailor your approach, 4) get to know the family, and 5) empower parents 
to become collaborative partners. We have chosen to formulate these new clusters and 
not to use existing models or theories of collaboration (An & Palisano, 2014; Klatte et al., 
2020; Mas et al., 2022). The reason for this is that the strategies, for example �invest time 
in optimising the collaboration with parents�, are overarching and it is expected that 
most strategies interact with more than one component. 

The strategies are based on the perspectives of therapists and parents and are therefore 
expected to be relevant and useful for optimising collaboration in clinical practice. 
Results show that therapists and parents have similar perspectives on what is important 
in their collaboration. Only a few strategies are based solely on parents� or therapists� 
views. We expect that these di�erences can be explained by the study designs: some 
subjects are discussed only with therapists or parents and are not explicitly checked 

Table 13. Strategies related to the subcluster �Give parents the ability and opportunity to bring up 
subjects and ask questions�

Strategy Numbers Mentioned 
by parents (P) 
and/or thera-
pists (T)

Guide parents in expressing their opinions and asking questions 4, 11, 14 P and T

Guide parents to come up with their own solutions instead of just telling 
them what to do

13, 15, 23 P and T

Give parents the opportunity to ask questions and bring up issues 14, 17, 22, 24 P and T

Give parents the opportunity to share their own observations (at home) 
related to treatment goals

8 P and T

Ask parents and/or listen to 
-	 their needs, priorities and experiences
-	 what has or hasn�t worked for them
-	 what success would look like for them
-	 their and their child�s likes and dislikes

1, 5, 8, 9, 10, 
13, 14, 19, 
20, 22

P and T

Give parents access to resources and information about 
-	� support services such as parent associations and community organisa-

tions
-	 other treatment options

4, 5 P and T
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with the other group. The strategies were based on �ndings of papers focusing on col-
laboration between therapists and parents. We included papers that focused on speci�c 
approaches, such as parent coaching (Foster et al., 2013; Graham et al., 2018; King et al., 
2019; Meadan et al., 2018; Schwellnus et al., 2020). From these approaches, we extracted 
the useful strategies according to parents and therapists. 

To support therapists in collaborating with parents, the strategies are formulated in a 
speci�c and active manner directed to therapists. Therapists can use the strategies to 
consciously decide how to optimise their collaboration with each individual parent. 
Meaning that they can choose strategies relevant to their clinical situation and not use 
it as a checklist to tick o� strategies. These practical strategies add signi�cantly to the 
broader �ndings of other systematic reviews looking for essential elements of the col-
laborative process between parents and therapists (Kokorelias et al., 2019; Harniess et 
al., 2021; O�Toole et al., 2021). 

Strategies that could not directly be used by therapists were beyond the scope of this 
systematic review. Others have included strategies focusing on how to facilitate parents 
in their collaboration with therapists or on required changes at the organisational level. 
For example, Kokorelias et al. (2019) advocate peer support groups for parents. Harniess 
et al. (2021) describe the importance of the relational continuity with a single therapist, 
which links to the organisational structure in which the therapy process takes place. 

The large number of strategies identi�ed in this review shows the complexity of col-
laboration. These strategies support therapists in integrating collaborative approaches 
into their clinical practice. However, it cannot be expected that this overview will auto-
matically lead to the use of these strategies by therapists. Their use requires therapists 
to work in di�erent ways, implying a change in behaviour. Adopting new behaviour 
requires speci�c capabilities, motivational factors and opportunities (Michie et al., 
2014). The current systematic review is a �rst step in facilitating therapists to adopt col-
laborative behaviour, by giving them more knowledge about how to collaborate with 
parents. More knowledge increases a persons� capability (Michie et al., 2014). However, 
barriers regarding a therapists� motivation or a lack of opportunities can also hinder a 
therapist to collaborate with parents. Examples of known barriers relating to opportuni-
ties are rigid models of service delivery, time and �nancial constraints (Kokorelias et 
al., 2019; Melvin et al., 2019). Barriers can be present at an individual level, but also at 
organisational or policy levels. In order to facilitate therapists in their collaboration with 
parents, a well-thought-out approach is needed that looks into the barriers and facilita-
tors in speci�c contexts, at individual, organisation and policy levels (Michie et al., 2014). 
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For future research studies on interventions for children with developmental disabilities 
and their parents, we advocate being explicit about how to collaborate with parents. 
In our systematic search, we excluded many papers that were not explicit about how 
therapists and parents collaborated. For example, it was not clear how therapists can 
supported parents to become collaborative partners in the therapy for their child. Or, 
it was not clear whether therapists used two-way interactions: truly listened to parents� 
concerns, priorities and needs. We recommend the use of the TIDieR guidelines to sup-
port careful and detailed descriptions of interventions and to support replication of 
studies (Ho�mann et al., 2014).

Limitations
We realise that we may have missed some papers relevant in the context of the topic 
of collaboration, given our inclusion criteria (e.g. age range) and choice of data bases. 
However, we have found a large number of strategies that �t with all important compo-
nents of the di�erent models of collaboration (An & Palisano, 2014; Klatte et al., 2020). 

Conclusions
This systematic review has resulted in an overview of concrete strategies for therapists 
to use in their collaboration with parents of children with developmental disorders. 
The large number of available strategies illustrates the complexity of collaboration that 
therapists have to deal with in daily practice. Therapists may bene�t from support in 
applying these strategies to identify and overcome barriers to collaborative context in 
speci�c contexts.
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Appendix 4.1 Search terms

PubMed search COMPLETE (7-7-2021)

(�Professional-Family Relations�[Mesh] OR �Professional-Patient Relations�[Mesh:NoExp] 
OR �Therapeutic Alliance�[Mesh] OR parental engagement[Title/Abstract] OR 
family engagement[Title/Abstract] OR parent involvement[Title/Abstract] OR 
family involvement[Title/Abstract] OR parental participation[Title/Abstract] OR 
family participation[Title/Abstract] OR parent capacity building[Title/Abstract] OR 
therapeutic alliance[Title/Abstract] OR therapeutic relationship[Title/Abstract] OR 
parent-professional[Title/Abstract] OR client-professional[Title/Abstract] OR co-
practice[title/abstract] OR co-working[title/abstract] OR collaborat*[title/abstract] OR 
cooperati*[title/abstract] OR shared evaluation[title/abstract] OR goal setting[title/
abstract] OR �empowerment�[Mesh] OR empowerment[title/abstract] OR �patient 
care planning�[Mesh] OR patient care planning[title/abstract] OR �cooperative 
behavior�[Mesh] OR cooperative behavior[title/abstract] OR �patient participation�[Mesh] 
OR patient participation[title/abstract] OR �decision making, shared�[Mesh] OR shared 
decision making[title/abstract] OR mutual understanding[title/abstract] OR shared 
implementation[title/abstract] OR interact*[title/abstract]) 

AND 

(�Developmental Disabilities�[Mesh] OR developmental disabilit*[Title/Abstract] OR 
�Disabled Children�[Mesh] OR developmental disorder*[Title/Abstract]) OR speech-
language disorder*[Title/Abstract] OR speech disorder*[Title/Abstract] OR language 
disorder*[Title/Abstract] OR special need*[title/abstract]) 

AND �

(�Speech-Language Pathology�[Mesh] OR speech-language patholog*[Title/Abstract] 
OR �Physical Therapists�[Mesh] OR speech-language pathol*[title/abstract] OR language 
patholog*[Title/Abstract] OR language therap*[Title/Abstract] OR speech-language 
therap*[title/abstract] OR physical therap*[Title/Abstract] OR physiotherap*[Title/Ab-
stract] OR �Allied Health Occupations�[Mesh:NoExp] OR �Occupational Therapy�[Mesh] 
OR �Physical Therapy Specialty�[Mesh] OR �Early Intervention Education�[Mesh] OR 
occupational therap*[tiab] OR early intervention[tiab])

AND

(�Child�[Mesh] OR child*[Title/Abstract] OR toddler*[Title/Abstract])
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Appendix 4.2 MMAT critique 

MMAT qualitative studies

First Author 
(year)

1.1. Is the quali-
tative approach 
appropriate 
to answer the 
research ques-
tion?

1.2. Are the 
qualita-
tive data 
collection 
methods 
adequate 
to address 
the research 
question?

1.3. Are the 
�ndings 
adequately 
derived from 
the data?

1.4. Is the 
interpre-
tation of 
results 
su�ciently 
substanti-
ated by 
data?

1.5. Is there 
coherence 
between 
qualitative 
data sources, 
collection, 
analysis and 
interpreta-
tion?

Comments

Akamoglu 
(2018)

Yes Yes Yes Yes Yes

Auert (2012) Yes Yes Yes Yes Yes

Blue Banning 
(2004)

Yes Yes Yes Yes Yes

Brassart (2017) yes yes yes yes yes How did they 
come to the 
percentages?

Carrol (2016) Yes Yes Yes No Yes 1.4: minimal 
use of quotes, 
no overview 
of codes and 
themes present.

Coogle (2016) Yes Yes Yes yes yes

Crom (2020) yes yes Yes yes yes

Edwards (2016) yes yes Yes yes yes

Foster (2013) yes yes Yes yes yes Results and dis-
cussion is in the 
same section. 
We have to be 
cautious what 
to code. 

Graham (2018) yes yes Yes yes yes

King (2015) yes yes Yes yes yes

King (2019) yes yes Yes yes yes

Klatte (2019) yes yes Yes yes yes

Kruijsen - Terp-
stra (2016)

yes yes Yes yes yes

Lea (2006) yes yes Yes yes yes
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First Author 
(year)

1.1. Is the quali-
tative approach 
appropriate 
to answer the 
research ques-
tion?

1.2. Are the 
qualita-
tive data 
collection 
methods 
adequate 
to address 
the research 
question?

1.3. Are the 
�ndings 
adequately 
derived from 
the data?

1.4. Is the 
interpre-
tation of 
results 
su�ciently 
substanti-
ated by 
data?

1.5. Is there 
coherence 
between 
qualitative 
data sources, 
collection, 
analysis and 
interpreta-
tion?

Comments

Leroy (2015) yes yes yes yes yes 1.4: No 
overview with 
codes. However, 
good use of 
quotations to 
support the 
�ndings

Oien (2009) yes yes Yes yes yes

Pighini (2014) yes yes Can�t tell yes yes 1.3: The infor-
mation about 
the methodol-
ogy is not de-
tailed enough. 
For example, 
it is not clear if 
the coding is 
done indepen-
dently by two 
researchers. 
Etnography is 
not introduced 
in the method-
ology section 
and is suddenly 
named under 
the heading 
�validation 
process�. 

Schwellnus 
(2020)

yes yes Yes yes yes

Watts Papas 
(2016)

yes yes Yes yes yes
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Abstract

Background 
Collaborative practice between therapists and parents is a key-element of family-centred 
care and is essential if we want to address family priorities and needs in interventions. 
However, collaborative practice is challenging for speech and language therapists (SLTs) 
and parents. To facilitate collaboration, collaborative practices need to be implemented 
into speech and language therapy for young children with Developmental Language 
Disorders (DLD) and their families. Actual change and implementation of collaboration 
in practice will only be successful when it corresponds with patients� needs, in our case 
the needs of parents of young children with DLD. 

Aims 
To explore parents� needs in their collaboration with SLTs during therapy for their young 
child with DLD. 

Methods & Procedures 
Parents of children with (a risk of ) DLD in the age of 2 to 6 years were eligible for partici-
pation. We recruited parents via SLTs. Twelve parents of children with DLD participated 
in semi-structured interviews about their needs in collaboration with SLTs. We used a 
phenomenological approach focusing on parents� lived experiences. We transcribed the 
interviews verbatim. All interviews were read/listened to and discussed by our parent 
panel, multiple researchers and the interviewer. Two researchers independently anal-
ysed the data using the re�ective thematic analysis of Braun & Clarke. 

Outcomes & Results 
The analysis of the interviews resulted in six themes: 1) knowing what to expect, 2) 
knowing how to contribute, 3) feeling capable of supporting the child, 4) trusting the 
therapist, 5) alignment with parents and children�s needs, preferences and priorities, 
and, 6) time and space for asking questions and sharing information. 

Conclusions & Implications 
Parents want SLTs to invest time in collaborating with them. Parents need SLTs to em-
power them to become a collaborative partner and enable them to support their child 
in daily life. Parents need knowledge about the therapy process and diagnosis, and, 
skills in how to support their child�s language development. Also, they need emotional 
support to feel secure enough to support their child, to ask questions to therapists, 
and, to bring up their own thoughts and opinions in therapy. Parents� needs are in line 
with collaborative working as described in literature, which underlines the importance 
of implementing collaborative working in speech and language therapy for young 
children with DLD.
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Introduction

Collaborative working is a key-element of family-centred care and is essential for goal-
setting, planning and implementing interventions that address family priorities and 
needs (Kokorelias et al., 2019; An & Palisano, 2014). Family-centred care is related to 
positive outcomes for parents, families, parent-child interaction and children (Dempsey 
& Keen 2008; Dunst et al., 2007; King et al., 2004; Kuhlthau et al., 2011). Collaboration 
implies therapists and parents share knowledge and skills by mutually supportive 
interactions and a two-way interaction style (An & Palisano, 2014). Collaborative work-
ing between Speech and Language Therapists (SLTs) and parents of children with 
Developmental Language Disorder (DLD) is essential for several reasons. DLD has a 
huge impact on parent-child interaction and on child and parents well-being (Eadie 
et al., 2018; Jensen de Lopez et al., 2021). Parents are often worried about their chil-
dren�s feelings and development. They experience having a child with DLD as stressful. 
Parents feel insecure about their own capabilities in supporting their child�s language 
development (Jensen-de Lopez et al. 2021). It is therefore important that speech and 
language therapy for children with DLD not only focuses on the child�s development 
and participation, but also on empowering parents (Klatte et al., 2020). Parents are the 
centre of learning for children. Evidence shows that the amount and quality of interac-
tion between parent and child in�uences children�s language skills (Hirsh-Pasek et al.; 
2015; Levickis et al., 2023; Madigan et al., 2019). For parents it is therefore essential to 
have the capability and con�dence in how to interact with their children to stimulate 
their language development. Furthermore, parents have insight in the child�s strengths 
and challenges in daily life, know what their child likes and dislikes and can explain what 
kind of activities align with their family lifestyle and routines (Kokorelias et al., 2019). 

The importance of collaborative working in speech and language therapy for young 
children with DLD is recognized in literature (Melvin et al., 2019; O�Toole et al; 2020; 
Klatte et al., 2020). However collaborative working is challenging for parents and SLTs 
(Klatte and Roulstone 2016; Watts Pappas, McAllister and McLeod, 2016; Davies et al. 
2017). Although SLTs have the intention to collaborate with parents, they often use 
a one-directional approach: SLTs make therapy decisions and goals, ask parents to 
conduct assignments with their child at home and teach parents strategies to use in 
communication with their child without discussing parents� needs and wishes (Melvin 
et al., 2022; Bakering et al., in prep). A gap is present between theory and practice. This 
gap could be explained by various factors: 1) the complexity of collaboration (Klatte et 
al., 2020), 2) the history of therapist-led working in speech and language therapy (Watts 
Pappas & McLeod; 2008), 3) organisational barriers such as time constraints (Klatte et al., 
2016), and, 4) con�icting expectations of parents� and SLTs about their roles in therapy 
(Davies et al., 2017). 
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It is essential to facilitate the implementation of collaborative working between SLTs 
and parents of children with DLD into practice. In 2020 researchers of the network Col-
laboration for Communication emphasized the need for explicit knowledge about what 
collaboration entails for SLTs and parents of children with language di�culties (Klatte et 
al., 2020). Explicit knowledge about how to collaborate with parents facilitates SLTs to 
actually use collaborative practice in their daily work. 

In a systematic review based on studies focusing on parental and therapists� per-
spectives on collaboration, we formulated explicit strategies for therapists to ensure 
collaborative working with parents (Klatte et al, 2023). The strategies are organised 
into �ve clusters: 1) continuously invest time in your collaboration with parents, 2) 
be aware of your important role in the collaboration with parents, 3) tailor your ap-
proach, 4) get to know the family, and 5) empower parents to become a collaborative 
partner. Our systematic review had a broader scope than DLD and SLT: it focused on 
children with developmental di�culties and their parents, and therapists working with 
these children. The reason for this broader scope was to learn from other healthcare 
professionals. So, although explicit knowledge about how therapists can optimise col-
laboration with parents is presently available, having this knowledge does not solve the 
implementation gap between literature and practice. Furthermore, many other factors 
can hinder successful implementation, such as con�icting professional beliefs about 
the intervention or organisational barriers. Also, the proposed intervention, in our case 
collaborative working, needs to correspond with local patients� needs (Damschröder 
et al., 2009). In order to successfully implement collaborative working in our local SLT 
context, it is important to know if collaborative working matches the needs of parents 
of young children with DLD. 

Several reviews have explored parents� perspectives on speech and language therapy 
(Kwok et al., 2021; O�Toole et al., 2020). However, we are not aware of studies focused 
speci�cally on the needs of parents of children with DLD regarding collaboration with 
SLTs. Therefore, the research question of this current study is: What are parents� needs in 
their collaboration with SLTs in therapy for their child with DLD in the age of 2-6 years?

Method

Methodology
We used a phenomenological approach from a constructionism point of view. We were 
interested in lived experiences of our participants and we valued subjective experiences 
of each individual (Braun & Clarke, 2022). Within this approach, we repeatedly re�ected 
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on the in�uence of our perspectives on the data collection and analysis. A parent panel 
existing of six parents of children with DLD contributed to the data collection and analy-
sis. We used the Standards for Reporting Qualitative Research (O�Brien et al., 2014) in 
reporting this study. The Internal Ethical Review Board for the health care domain of HU 
University of Applied Sciences Utrecht provided ethical approval to this study (reference 
number: 111-000-2020_Klatte). All participants gave written informed consent.

Context of the study
This study is part of a larger project that explored how SLTs can optimise collaboration 
with parents of 2-6 year old children with (risk of ) DLD in speech and language therapy. 
This project was conducted by a consortium that included a parent panel and twelve 
SLTs. The project focused on SLTs working in primary care in the Netherlands. Usual care 
performed by these SLTs consists of weekly sessions of thirty minutes per child for an 
undetermined period of time. Most SLTs work directly with the child and parents are 
often present (Gerrits et al., 2019).

Parent panel
We set up a parent panel since we wanted to conduct research about parents with their 
active involvement in study protocol and data analysis. We recruited parents of children 
with DLD via a symposium for parents of children with DLD and via social media. Six 
parents of children with DLD positively responded to our invitation. In order to build a 
positive collaboration with each panel member, one researcher (IK) visited parents and 
discussed parents� motivation for being a panel member, and discussed mutual expecta-
tions. Also, they discussed the various roles and preferences for their role in the project 
using the Involvement Matrix (Smits et al., 2020). Parents could choose several roles 
such as advisor, partner and decision-maker. In the present study all parents wanted 
to be advisors in various stages. Parents agreed to listen or read interview manuscripts 
and discuss their thoughts about the interviews with the research team. One parent also 
wanted to think along with the interview guide and conduct the interviews together 
with the interviewer. We were able to ful�l all preferred roles, except for conducting the 
interviews due to practical reasons. In sum, the parent panel participated as advisors in 
data collection (Figure 1) and in the familiarisation phase of the data analysis (Table 2).

Sampling procedures and participants
We included parents of children with DLD 2 to 6 years of age. In the Netherlands, chil-
dren are diagnosed with DLD from age 3 onwards by a multidisciplinary team. Children 
younger than age 3 with low scores on language tests are labelled at-risk for DLD and 
also receive speech and language therapy. Each child had received at least eight speech 
and language therapy sessions. 
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Since we were interested in a wide range of lived experiences of parents, we used pur-
posive sampling, focussing on 

-	 family composition
-	 cultural background
-	 SLT�s impression of parents� social-economic status
-	 child�s age
-	 child order in family
-	 the amount of sessions the child attended therapy
-	 SLT�s impression about collaboration between SLT and parent

We asked the SLTs in our consortium to select three parents of children from their case-
load. We purposively selected one parent per SLT. The parents selected were invited by 
their SLTs and received an information letter about the study. This information letter 
had been developed earlier in collaboration with the parent panel to ensure parents� 
understanding. In total, we invited eighteen parents to participate. Seven parents did 
not want to participate due to several reasons: such as lack of time, frustration with the 
diagnosis DLD, dealing with the responsibility of caring for their child or not willing to 
talk about their child�s problems. The recruitment process via the SLTs resulted in eleven 
participants. 

Our parent panel advised to recruit an additional participant after the �rst nine inter-
views, because data revealed that parents� experiences about collaboration with the SLT 
were quite positive. According to the parent panel, this did not re�ect parents� reality. 
Therefore, we reached out to parents who expressed frustration about collaboration 
with SLTs via an open invitation on a Dutch Facebook group for parents of children with 
DLD.

In total, twelve parents participated in an interview. We succeeded to include parents of 
children between three and six years old. Characteristics of parents and their children 
are presented in Table 1.

Data collection
We collected data through semi-structured interviews which enabled participants to 
provide in-depth responses about their needs. Because we wanted to avoid socially ac-
cepted answers from parents when talking to SLTs, being SLTs ourselves, the interviewer 
was a researcher and lecturer within the �eld of social work. The participants did not 
know the interviewer prior to the study. 



Collaboration: what are parents� needs?   |   105   

5

The interviewer followed the interview guide (Appendix 5.1) and also used a visual tool, 
developed together with the parent panel and an experienced co-design researcher. 
The visual tool showed the speech and language therapy process in chronological 
order. This approach supported parents to feel comfortable in conversing with the 
interviewer and helped them to express their thoughts. The interviewer used the topics 
to probe parents� barriers, facilitators, needs, wishes and expectations regarding their 
collaboration with the SLT. 

Table 1. Participants� characteristics

�
�

Parent characteristics Child characteristics Collaboration 
with SLT

Father/
mother

Family composition Cultural background Age Child�s position 
in family

Poor/ su�cient/ 
good (SLTs� 
ratings of col-
laboration)

P1 Mother Father, mother and 
two children 

Moroccan 3;2 Youngest Good

P2 Mother Father, mother and 
three children

Turkish 5;0 Youngest Good

P3 Mother Father, mother and 
two children

Dutch and Moroccan 5;6 Oldest Su�cient

P4 Father Father and child Moroccan 4;8 Only child Poor

P5 Mother Father, mother and 
three children

Dutch 3;5 Youngest Su�cient

P6 Mother Father, mother and 
three children

Dutch 5;0 Second Good

P7 Mother Father, mother and 
three children 

Dutch and Turkish 6;5 Oldest Good

P8 Mother Father, mother and 
two children

Dutch 5;6 Youngest Poor

P9 Mother Father, mother and 
one child

Sudanese Arabic 5;10 Only child Good

P10 Mother Father, mother and 
two children

Dutch 5;8 Youngest Unknown*

P11 Mother Father, mother and 
four children

Dutch 3;0 Youngest Good

P12 Mother Mother and three 
children

Dutch and Spanish �5;9 Youngest Poor

* This parent is recruited via our parent panel; SLTs� impression about the collaboration with this parent 
is therefore lacking. 
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The �rst three interviews took place face-to-face at parents� homes. Due to COVID-19 
restrictions, we conducted the other nine interviews online using MS Teams. We audio 
recorded the interviews and made �eld notes The interviews lasted between 23 and 65 
minutes (mean time was 52 minutes). In order to protect participants� anonymity, we 
pseudonymised audio �les and transcripts by changing or beeping names. The secured 
software application �SURFdrive� was used to safely share �les with the parent panel. 
Prior to the study, members of the parent panel had signed a privacy notice.

During data collection we followed an iterative approach: each interview was read/
listened to and discussed by the parent panel, researchers (IK and/or AG) and the inter-
viewer (Figure 1). The aim of these discussions was to share perspectives and interpreta-
tions of the interview. This approach is in line with investigator triangulation, which 
enhanced credibility of our �ndings. The discussions resulted in small changes in the 
interview guide. For example, after the �rst two interviews, the interviewer expressed 
that it was challenging to talk about collaboration speci�cally, instead of talking about 
speech and language therapy in general. Therefore, we decided to add an extra ques-
tion to the interview guide to explicitly ask parents how they construe collaboration.

Analysis
We conducted a re�exive thematic analysis by following the six phases as suggested 
by Braun & Clark (2022) (Table 2). The steps were independently conducted by multiple 
researchers and discussed afterwards, to enhance credibility of our �ndings. We used 
ATLAS.ti 9 Windows (ATLAS.ti Scienti�c Software Development GmbH, 2022) for data 
management. 

Figure 1. Iterative process of data collection
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Researchers characteristics and re�exivity 
Four researchers (IK, AG, TM and EG) are quali�ed SLTs and have experience in working 
with children with DLD (range of work experience: 3-23 years). Only TM still works as 
an SLT in practice, the other three work in SLT research as a junior researcher (AG), PhD 
student (IK) and professor (EG). One researcher (MB) is educated as paediatric physical 
therapist and clinical health scientist and works as a senior researcher. One researcher 
(MK) is an associate professor in paediatric rehabilitation with a focus on family-centred 
services. The experience in conducting qualitative research di�er per researcher: from 
beginner (AG and TM) to advanced (MB and MK). The �rst author (IK) has eight years of 
experience in conducting qualitative research. Four researchers (IK, MB, AG and MK) are 
parents themselves. The interviewer is experienced in coaching parents of children with 
developmental di�culties and has prior interview experience. The parents in the panel 
were monolingual Dutch. Two parents had children under the age of ten years, and four 
parents had children between ten and twenty years. Two parents had prior experience 
in partnering in research as advisors. One parent had DLD himself. The research team 
kept a re�exive journal to help them re�ect about how their own perspectives and 
experiences might in�uence the research process and results. 

Table 2. Analysis of the data

Phase Process and persons involved

Familiarising yourself with 
the dataset

This process started during data collection. All interviews were read/listened to 
and discussed by the parent panel, multiple researchers IK and AG or TM) and 
the interviewer. Interviews were transcribed verbally.

Coding Three researchers (IK, AG and TM) independently coded and discussed the 
�rst interview to gain richer insights into the data. Next, an iterative approach 
followed: two researchers (IK and AG or TM) independently coded the follow-
ing interview and discussed their coding prior to the next interview. This phase 
resulted in 863 initial codes, which are codes close to the data.

Generating initial themes The same researchers (IK, AG and TM) generated initial themes during a face-
to-face meeting illustrated in a Mind Map. In preparation of this meeting, they 
reread the codebook and wrote down their thoughts about initial themes. 

Developing and reviewing 
themes

All researchers discussed the initial themes: some themes were merged, oth-
ers were split into new (sub) themes. Afterwards, two researchers (IK and AG) 
assessed how well the themes matched with the data by returning to the data: 
reread the interviews, the re�ective journal and checked initial themes in the 
codebook. This phase resulted in six themes.

Re�ning, de�ning and 
naming themes

One researcher (IK) wrote a synopsis of each theme. The research team discussed 
this synopsis and reached consensus about the themes and theme names. 

Writing up One researcher (IK) wrote the paper with iterations of writing, reading and edit-
ing. The research team gave feedback and supported the writing phase. Many 
attention was paid on improving the transferability of the �ndings by sharing 
information about the context of participants (participant characteristics) and 
study (Dutch context). 
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Results

The data analysis resulted into six themes with several subthemes. To provide context 
to the description and interpretation of the themes, we start with sharing how parents 
described collaboration. During the interviews, we felt that it was far more challenging 
for parents to talk about their own needs and about collaboration with SLTs then talking 
about their children�s needs. 

Parents� description of collaboration
Most parents described collaboration with SLTs as a one-way approach where therapists 
inform parents about their decisions and the therapy plan and give instructions to par-
entsabout language support at home. Parents� voice that their contribution to therapy 
is to practice at home with their child, as mentioned by P9: �I receive the instruction: 
then you have to do this and this. Then I will follow this instruction. Then we will collaborate 
in helping my child.� (P9) Only a few parents described collaboration wherein parents 
discuss therapy goals with the SLT, think along with therapy decisions and evaluate the 
therapy together with the SLT. As P6 described: �I think collaboration is that you look at 
the child together to check if it is still pleasant for the child. How do you experience it, how 
does the other experience it? So that you really work together." (P6)

The themes and subthemes derived from the interviews are described below, using 
quotes of parents to illustrate the �ndings. 

Theme 1: Knowing what to expect
When parents started with speech and language therapy for their child, they often 
entered an unfamiliar world. Parents expressed feelings of insecurity when attending 
therapy for the �rst time, since they did not know why their child was experiencing 
di�culties. Some explained that having little knowledge on language development and 
why their child was experiencing di�culties resulted in losing control and feeling de-
pendent of the therapist, as illustrated by P1: �Tell me what to do, I don�t know it anymore." 
The subthemes are: clarity about their child�s language di�culties and future perspec-
tives, clarity about the SLT process and clarity about the child�s progress. Although all 
parents expressed the importance of receiving information, some felt overloaded by 
the amount of information. 

Clarity about the child�s language di�culties and future perspectives
Most parents started speech and language therapy with worries about their child�s 
development and insecurity about the severity of the problems and the prognosis. 
Some feel somewhat lost, since they did not know if and why their child�s language 
was lagging behind. Most of them had never heard of DLD before. They wanted to 
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have more control over the situation by learning what normal language development 
entails, what their child�s language di�culties were and what they could expect from 
the future. Questions like �is it possible to get over DLD?� were raised by several parents. It 
di�ers from how parents experienced their child getting a diagnosis. Some parents feel 
overwhelmed and lost, some did not want their child to have a label, and others feel 
relieved when it became clear that their child had DLD. �She made us aware of DLD, which 
I appreciated, because I had never heard about it. She gave us a lea�et. And I have looked 
for information primarily on the internet. It was all new to me. I�m happy that she thought of 
DLD so it is clear now. [�] I know now why he has di�culty with language and that this is 
persistent. So I can take this into account with certain things.� P8

Knowledge about the disorder, having examples of other children with DLD, knowing 
what they can do to help their child and knowing what to expect from the future can 
help parents to get more control over the situation en let them feel less dependent of 
the SLT. 

Clarity about SLT process
Most parents were unfamiliar with speech and language therapy prior to their �rst ap-
pointment and did not know what to expect when entering the room. Parents expressed 
the importance of SLTs sharing information about the SLT process, such as information 
about the diagnostic phase, frequency, and duration of therapy sessions. �Sometimes I 
wonder how long this [speech and language therapy] will take? Because sometimes you see 
slightly older children and then I wonder, have they been coming here for a long time or do 
they come for something else? So you do ask yourself, how long do they go to therapy?� P3

One parent shared that she was shocked by the fact that her child got tested without 
her knowing beforehand. She underlined the importance of preparing parents and 
explaining to parents what kind of test results and implications one can expect. �But 
at a certain time I was overwhelmed that she [SLT] tested him [child]. She said: �well, today 
we will do an assessment�. I thought: �Okay�. And then she tested him and afterwards she 
explained why and I was actually slightly startled. [�] And a conclusion was made based 
on these tests which overwhelmed me. I think that the preparation is important, right? That 
I know: �Okay he will be tested today.� And what you can expect as a parent.� P1 

Parents also underlined the importance of understanding the added value of speech 
and language therapy for their child, including speci�c approaches or materials. One 
parent called speech and language therapy half an hour of playtime. Although some 
parents questioned the SLTs� approach, they did not raise these questions during 
therapy. As illustrated by P4: �the SLT is the expert, she knows what she does. As long as my 
child shows progress, it is OK�. 
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Clarity about the child�s progress
The importance of having clarity about the child�s progress has been mentioned 
regularly by parents. Some parents mentioned that they really appreciated it when the 
therapist took the time to frequently discuss the child�s progress. Others shared that 
they would have liked to have more time to discuss therapy progress with the SLT, based 
on SLTs� and parents� point of view. �Well I think a kind of periodical conversation with the 
SLT. Just having a little bit of time to talk about the current situation, what is the perspective. 
Are we making progress? Is this the right way? Just to take some time for that. That would 
make a huge di�erence.� P6

Theme 2: Knowing how to contribute
Almost all parents feel the desire to support their child�s development and participation 
in daily life. Receiving advice from SLTs and observing SLTs during therapy sessions can 
support parents in helping their child. Some parents expressed the need to practice 
with their child during therapy sessions, discuss homework assignments and check 
with the SLT if they perform the assignments correctly. Also, parents would like to have 
skills in adjusting their language to their child�s language level. �I take care that the SLT 
supports me as well. I have to pay attention. If the SLT spends thirty minutes only on my 
daughter and then says �bye�. I don�t like that. It is important to know what you [the SLT] did 
with my daughter. What do I need to do to help her?� P9

Theme 3: Feeling capable of supporting their child
Parents shared that having a child with language di�culties can have quite an impact 
on their feelings and wellbeing. Parents shared emotions like anxiety, guilt or insecurity. 
They questioned if they have done something wrong and lost con�dence in support-
ing their child in its development. They need to be reassured by the SLT that they are 
capable of supporting their child. Also, parents expressed that it is important to know 
and feel that they are of added value to the expertise of the SLT. 

�You [the SLT] really are a coach for the parent and it is just so nice not to be looked at 
as if it is your fault. You know, as parents we don�t know. We are all lay persons. Where 
does it [DLD] come from? We don�t know. So you start to ask yourself questions. And 
when there is an SLT in front of you who comforts you and gives you con�dence. That 
is just really nice.� P11

Theme 4: Trust
In order to collaborate with SLTs and be willing to share feelings and thoughts, it is 
essential for parents to trust the SLT. Parents need to believe that they will be supported 
by SLTs� to their best ability. This importance is illustrated by P10 who invests extra trav-
eling time to see a SLT that she trusts: �I called her and said: �Do you have space for [name 
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child] by any chance?� �Yes�, she said, �but you have to be aware of the traveling distance�. I 
said, �so be it, but I come to you because you are the only one who shows progression with 
him. We know what to expect from you, so I want to come to you�. So now we travel one hour 
per week for thirty minutes of speech and language therapy.� P10

According to parents, trust in SLTs can be in�uenced by SLTs� expertise, commitment, 
empathy towards parents, and rapport between parents and SLTs. This is explained in 
the subthemes below. 

Expertise 
Parents attend therapy to consult an expert who can help their child in its language de-
velopment. Therefore they �nd it very important that SLTs outline the therapy process 
and formulate goals, develop a therapy plan and communicates with other relevant 
professionals. Also, parents �nd it important that SLTs are honest about the extent of 
their expertise and introduce parents to other professionals when relevant. One partici-
pant explained the need of coming to an expert as follows: 

�[I like therapists to] outline the therapy process. That you [SLT] say this is how are 
going to do it, based on your professional expertise. I really appreciate our SLT for 
doing so. She has her own ideas. I know that she is still following courses. It is good to 
keep up. I really �nd it important to know that.� P6

Commitment
Parents shared positive experiences with SLTs who were committed with their child and 
were willing to invest more time and energy in them and their child when necessary. For 
example by being approachable outside regular sessions or by checking with parents 
how they are doing when therapy has �nished. �She just calmly explains it and says if you 
have questions, call me. If I am worried about something, I send her a text message and she 
calls me the moment she has time. So she is very committed, just a short line between us and 
that is very pleasant.� P10

Empathy
For parents it is crucial that SLTs ask parents about how they are doing, how DLD is im-
pacting them and acknowledge their feelings, challenges and worries. Parents describe 
this as SLTs being empathic, which in�uence parents openness and willingness to share 
thoughts. �That you have an hour to pour out your heart for just a while. Because you have 
to deal with a lot as a parent. I have underestimated that. To be honest, I underestimated it 
hugely. And to have more space for that� As a parent, or at least, I become uncertain now 
and then. Do I o�er him enough? [�] It is not only about the child, but that you [the SLT] can 
also reassure parents and give them advice.� P1
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Rapport
Having rapport with the SLT was underlined by almost all parents as prerequisite of 
being able to work together and to trust the therapist. A lack of rapport was for some 
parents the reason to switch to another therapist. 

�Of course, it is very important that you �click� [with an SLT]. That is valid for any type 
of health care, rapport comes �rst. If you don�t have that, together you won�t be able 
to proceed.� P11

Theme 5: Alignment
For parents� willingness to collaborate with an SLT, alignment is essential. When SLTs 
align therapy to parents� and children�s situation, parents do not feel like a number, 
they feel taken seriously and therapy feels relevant for them. The subthemes are: align 
approach to parents� and children�s (changing) needs, preferences and priorities, home 
assignments and language level. 

Align approach with children�s (changing) needs, preferences and priorities
Parents emphasized the importance of the happiness and safety of their child during 
therapy and that the child is willing to participate. Therefore, therapists should align 
the therapy approach with their child�s needs, preferences and priorities. Also, parents 
expect SLTs to use an holistic view and also focusses on their children�s capacities in 
therapy sessions. �I have made it very clear that [name child] has to have fun. Of course he 
gets older and it has to be a bit serious. I don�t want to bring him to speech and language 
therapy crying.� P2

Align approach with parents� (changing) needs, preferences and priorities
Parents would like therapists to align with parent�s needs, expectations and preferences. 
Some parents prefer that therapists start directly with assessments and others would 
like to be prepared before the child gets tested. Some parents prefer to receive a lot of 
information at the start of therapy, others feel overwhelmed with the amount of infor-
mation they received. Most parents prefer therapists that play with the child, but some 
prefer a more �rm and direct style. Parents underline the importance of therapists being 
�exible and adjust their approach when their needs or priorities change over time. For 
example, P1 expressed that she was happy that the therapist took the lead at the start 
of the therapy process, however, she would have liked to have a say later on. �She took 
over when it was necessary, because I was completely lost and I thought: �I don�t know what 
else is going to happen�. And at the moment, she is still deciding what needs to be done in 
therapy. She is experienced, she is the specialist. But at certain moments I would have liked 
to have the opportunity to share what I would like to do during a therapy session. �I would 
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like to do this, or I would like to discuss that�. So that I am in control and she does not have to 
be in the lead all the time.� P1

Align home assignments with parents� opportunities and preferences
Aligning home assignments with parents� opportunities and preferences supports 
parents to collaborate with SLTs. Parents often feel guilty when they had not practiced 
with their child. To check with parents if they are able to do assignments or check why 
parents were not able to perform the activities will support parents to share informa-
tion about their opportunities and preferences. �Sometimes there is no time to do these 
things. Sometimes I receive a piece of paper [home assignment] and I have to do that with 
her [daughter]. This week I don�t have any time. I have lots to do, homework and cleaning. 
And suddenly the week has ended and I have to go to the SLT again. I did not do anything 
and I feel a bit bad. I don�t like that about myself. That�s no collaboration. But sometimes 
parents are busy, cannot help.� P12

Align language level with parents� level of understanding 
Parents would like SLTs to align their language level to parents� level of understanding, 
to enable parents to understand what is going on with their child, what the SLT is doing 
and why, and how they can contribute to therapy. It is important to explain test results 
in simple language so that parents are able to explain their child�s di�culties in their 
own words. As P3 expressed, she would have liked to be able to follow conversations 
about her child�s language di�culties. 

Parent (P3): �Well, there was a test result showing that she had made progress on 
some things and did not show progress on other things. The SLT needed to work on 
those things. That was what she discussed with me. I don�t have the numbers explain-
ing the results. And I don�t know if I have to know this just like that, because it is all 
described in SLT language��

Interviewer: �Do you want to understand that? Know a bit more about it?�

Parent (P3): "Yes, I don�t mind, I would like that. Then I also understand it during a 
conversation when the school is discussing it, they also use this terminology. And 
then I think, okay what is seventy and what is seventy-�ve, is that not good?"

Theme 6: Time and space
Almost all parents would like to have more time to discuss their thoughts with and 
questions with the SLT. Most SLTs work with the child for most of the session time. Only 
during the last minutes they discuss home assignments with parents. Most parents 
prefer time alone with the SLT to discuss their thoughts and ask questions. However, not 
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only having time, also creating space was emphasised. Parents need to feel that their 
input and questions are appreciated. So, SLTs should invest time and create space for 
parents to ask questions and to share information, which are the subthemes described 
below. �I think just giving more space. Even if it is asking at the start �How does it go? Do you 
want to talk about something?� I think that already helps a lot and I can say �It goes well and 
I would like to discuss this. Or it doesn�t go well�.� P1

To ask questions
Parents indicated that they have questions, but did not experience time and space to 
ask these questions, due to a variety of reasons. Some felt uncomfortable to ask ques-
tions when session time has ended and use someone else�s time. Some explained that 
they did not want to question the therapists� approach, since the SLT is the expert. 
Others expressed that they did not ask their questions, since they know that the SLT 
is very busy. �Since I already know that some SLTs and that they are busy closing another 
SLT practice. Yes, I always think I cannot really express myself, because they are quite busy 
already.�P3

To share information
Parents would like to share thoughts about several topics, such as their view on their 
children�s progress, what their child�s preferences are and what they think that needs to 
be prioritized in therapy. Although not all parents saw themselves as important partners 
in their child�s therapy, some parents did express to have a lot of useful knowledge about 
their child. These parents wondered why there was so little time spent on discussing this 
information. �You [the parent] see the children a lot more than that half hour when the SLT 
sees the children. So yes, you [the SLT] can pro�t quite a lot when you start a conversation 
with parents.� P6

Discussion

Exploring the needs of parents of young children with DLD in their collaboration with 
SLTs resulted in six themes: knowing what to expect, knowing how to contribute, feeling 
capable of supporting the child, trusting the therapist, alignment, time and space for 
asking questions and sharing information. 

The �ndings show that parents of young children with DLD want SLTs to invest time in 
collaborating with them. Speech and language therapy is often an unfamiliar world for 
parents and most parents have never heard of DLD before. Parents feel often insecure 
about the di�culties their child is experiencing and how they can support their child�s 
language development. Parents rely on SLTs� expertise and experience and may even 
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feel dependent on SLTs. These feelings of dependence can be caused by parents� lack of 
knowledge about DLD and the speech and language therapy process, and, lack of skills 
in how to support their child�s language development. 

The expressed parental needs in this study relate to empowerment. Empowerment is 
de�ned as the combination of ability, motivation and power opportunities (Fumagalli et 
al., 2015). Ability links to skills and knowledge, which relate to the themes knowing what 
to expect and how to contribute. Motivation links to attitude and self-awareness, which 
relate to feeling capable of supporting their child and trusting the therapist. Power op-
portunities relate to the theme having time and space for parents to ask questions and 
share their thoughts. The level of empowerment of parents will di�er per person and can 
be either granted by the professional or acquired by the parent (Fumagalli et al., 2015), 
which links to the theme alignment. Parents� empowerment is seen as a key principle of 
collaboration (An & Palisano, 2014; Klatte et al., 2020): only empowered parents can act 
as collaborative partners and join shared decision-making. Empowerment give parents 
the opportunity to decide if and how they want to participate in goal-setting, shared 
implementation and shared evaluation. 

The way parents describe collaboration shows a discrepancy in power between parents 
and SLTs: the SLT takes the lead and parents follow the SLTs� instructions and contribute 
by performing activities at home. This links with an advocacy role and �ts with results 
of other studies that focus on parents� perspectives on their own role in speech and 
language therapy (Watts Pappas & McLeod, 2016; Lyons et al., 2010; Davies et al., 2017). 
When asked to express parents� own needs about collaboration with the SLT, parents 
struggled with verbalising this. We felt that parents were not used to talk about their 
own needs instead of their child�s needs in the context of speech and language therapy. 
Parents� description of collaboration links with a therapist-led approach wherein a one-
way communication style is used. The reason that parents describe collaboration as 
therapist-led might be caused by the therapist-led approaches that are being used in 
practice (Bakering et al., in prep). 

Clinical implications and future directions
Our �ndings show that the needs of parents of young children with DLD regarding col-
laboration are in line with described strategies about how therapists can collaborate 
with parents of young children with developmental disorders (Klatte et al., 2023). These 
strategies focus for example on empowering parents to become a collaborative part-
ner by ensuring parents� understanding of the therapy process and diagnosis, giving 
parents emotional support and giving parents the ability and opportunity to bring up 
things and ask questions. This match between parents� needs found in this study and 
strategies regarding collaborative working underlines the importance of implementing 
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collaborative working between SLTs and parents of young children with DLD in speech 
and language therapy. In our case, implementation means that SLTs use the described 
collaborative strategies when working with children with DLD and their parents and, 
by doing that, empower parents to become collaborative partners. Using collaborative 
strategies requires a change in SLTs� way of working with children with DLD and their 
families: away from therapist-led and child-centred, towards family-centred care using 
collaborative working. Changing behaviour is challenging and is in�uenced by one�s 
capability, motivation and opportunity (Michie et al., 2014). Behaviour change requires 
a well thought out plan based on local facilitators and barriers. Therefore, research into 
SLTs� barriers and facilitators in working collaboratively with parents of young children 
with DLD is necessary to get more insight into suitable implementation strategies. 

Strengths and Limitations
A limitation of this study is that we have interviewed parents who were willing to talk 
about their experiences and needs. Some parents who were invited were unwilling to 
participate because of frustration with the diagnosis or not wanting to talk about their 
child�s di�culties. Talking to these parents could have added useful insights to current 
�ndings. There might be a blind spot in our �ndings and in literature on parental needs, 
since parents who are frustrated with therapy or diagnosis might not be willing to 
participate in research studies in general. In our study, inviting parents to participate via 
the therapists of their child might have caused the unwillingness. For future research we 
suggest to recruit parents via other parents, instead of SLTs. The strengths of our recruit-
ment approach is that we were able to reach parents with diverse cultural backgrounds. 
Although our research question focuses on two to six year old children, no parents of 
two-year-old children participated in this study. However, we do not expect that hav-
ing a two-year-old child instead of a three-year-old child would have had in�uenced 
parents� experiences. 

We feel that the active involvement of parents in a parent panel was of great value to 
our data collection and analysis. Discussing the transcripts with parents stimulated us 
as SLT researchers to step away from our own perspectives and to learn from parent 
perspectives when interpreting the data. This approach added to the credibility of the 
�ndings. One parent suggested to participate in the interviews with parents as co-in-
terviewer which could have had a positive in�uence on the data collection: participants 
might have responded di�erently to a parent than to a professional. We were not able 
to organise this due to practical reasons such as time and money. For future research, 
it is important to cover �exibility in how to conduct a research project in future grant 
applications. 
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We asked a non-SLT to conduct the interviews with parents, since we expected parents 
to be more open about their collaboration with SLTs when they could talk to someone 
outside the speech and language therapy profession. The downside of this decision was 
that the interviewer was not fully aware of the speech and language therapy process 
and might have missed some relevant cues to probe on during the interview. We tried 
to overcome this by discussing each interview with her prior to the next one, and hence 
supporting the interviewer with relevant knowledge about the SLT process. 

Conclusion
Parents want SLTs to invest time in collaborating with them. Parents need SLTs to em-
power them to become a collaborative partner and enable them to support their child 
in daily life. Parents need knowledge about the therapy process and diagnosis, skills 
in how to support their child�s language development and emotional support to feel 
secure enough to support their child, ask questions to therapists, and bring up their 
own thoughts and opinions in therapy. Parents� needs are in line with collaborative 
working as described in literature, which underlines the importance of implementing 
collaborative working in speech and language therapy for young children with DLD.



118   |   Chapter 5

References

AN, M. and PALISANO, R. J., 2014, Family-professional collaboration in pediatric rehabilitation: a 
practice model. Disability and Rehabilitation, 36, 434-440. http:​​​//doi.org/10.3109/0963828
8.2013.797510

ATLAS.ti Scienti�c Software Development GmbH, 2022, Atlas.ti 22 Windows. https:​​​//atlasti.com/ 
BAKERING, S., KLATTE, I. S., MANTEL, T. C., BLOEMEN, M., KETELAAR, M. and GERRITS, E., in prepara-

tion, SLTs� perspectives on how they work with parents of children with developmental 
language disorders. 

BRAUN, V. and CLARKE, V., 2022, Thematic Analysis: A practical guide (United States: SAGE publications).
DAMSCHRODER, l. J., ARON, D. C., KEITH, R. E., KIRSH, S. R., ALEXANDER, J. A. and LOWERY, J. C., 2009, 

Fostering implementation of health services research �ndings into practice: a consolidated 
framework for advancing implementation science. Implementation Science, 4, 1-15. https:​//
doi.org/10.1186/1748-5908-4-50 

DAVIES, K. E., MARSHALL, J., BROWN, L. J. E., and GOLDBART, J., 2017, Co-working: Parents� con-
ception of roles in supporting their children�s speech and language development. Child 
Language Teaching and Therapy, 33, 171�185. https:​//doi.org/10.1177/0265659016671169 

DEMPSEY, I. and KEEN, D., 2008, A review of processes and outcomes in family-centered services 
for children with a disability. Topics in Early Childhood Special Education, 28, 42-52. http:​​​//
doi.org/10.1177/0271121408316699

DUNST, C. J., TRIVETTE, C. M. and HAMBY, D. W., 2007, Meta-analysis of family-centered helpgiving 
practices research. Mental Retardation and Developmental Disabilities Research Reviews, 13, 
370-378. http:​​​//doi.org/10.1002/mrdd.20176

EADIE, P., CONWAY, L., HALLENSTEIN, B., MENSAH, F., MCKEAN, C., and REILLY, S., 2018, Quality of 
life in children with developmental language disorder. International Journal of Communica-
tion Disorders, 53, 799-810. https:​​​//doi.org/10.1111/1460-6984.12385 

FUMAGALLI, L. P., RADAELLI, G., LETTIERI, E., and MASELLA, C., 2015, Patient empowerment and 
its neighbours: clarifying the boundaries and their mutual relationships.�Health policy,�119, 
384-394. https:​​​//doi.org/10.1016/j.healthpol.2014.10.017 

GERRITS, E., DE JONG, J., ZWITSERLOOD, R., and KLATTE, I., 2019, The Netherlands vignette. In: Law, 
J., Murphy, C., McKean, C. and Þórðardóttir, E. (Eds) The theory and practice of managing 
the child with language impairment - across Europe and beyond. Routledge: London, pp. 
339-350.

HIRSH-PASEK, K., ADAMSON, L.B., BAKEMAN, R., OWEN, M.T., GOLINKOFF, R.M., PACE, A., et al., 
2015, The contribution of early communication quality to low-income children�s language 
success. Psychological Science, 26, 1071�1083. https:​​​//doi.org/10.1177/0956797615581493 

JENSEN DE LOPEZ, K. M., LYONS, R., NOVOGRODSKY, R., BAENA, S., FEILBERG, J., HARDING, S., 
KELI�,, M., KLATTE, I. S., MANTEL, T. C., TOMAZIN, M. O, ULFSDOTTIR, T. S., ZAJDÓ, K. and 
RODRIGUEZ-ORTIZM, I. R., 2021, Exploring Parental Perspectives of Childhood Speech and 
Language Disorders Across 10 Countries: A Pilot Qualitative Study. Journal of Speech, Lan-
guage, and Hearing Research, 64, 1739-1747. https:​​​//doi.org/10.1044/2020_JSLHR-20-00415 

KING, S. M., TEPLICKY, R., KING, G. and ROSENBAUM, P., 2004, Family-centered service for children 
with cerebral palsy and their families: a review of the literature. Seminars in Pediatric Neurol-
ogy, 11, 78-86. http:​​​//doi.org/10.1016/j.spen.2004.01.009

KLATTE, I. S., and ROULSTONE, S., 2016, The practical side of working with parent�child interaction 
therapy with preschool children with language impairments. Child Language Teaching and 
Therapy, 32, 345�359. https:​//doi.org/10.1177%2F0265659016641999 



Collaboration: what are parents� needs?   |   119   

5

KLATTE, I. S., LYONS, R., DAVIES, K., HARDING, S., MARSHALL, J., MCKEAN, C. and ROULSTONE, S., 
2020, Collaboration between parents and SLTs produces optimal outcomes for children at-
tending speech and language therapy: gathering the evidence. International Journal of Lan-
guage and Communication Disorders, 55, 618-628. http:​​​//doi.org/10.1111/1460-6984.12538

KLATTE, I.S., KETELAAR, M., DE GROOT, A., BLOEMEN, M. and GERRITS, E., 2023, Collaboration: how 
does it work according to therapists and parents? A systematic review. Child: Care, Health 
and Development. http:​​​//doi.org/10.1111/cch.13167

KOKORELIAS, K. M., GIGNAC, M. A. M., NAGLIE, G. and CAMERON, J., 2019, Towards a universal 
model of family centered care: a scoping review. BMC Health Services Research, 19, 1-11. 
http:​​​//doi.org/10.1186/s12913-019-4394-5

KUHLTHAU, K. A., BLOOM, S., VAN CLEAVE, J., KNAPP, A. A., ROMM, D., KLATKA, K., HOMER, C. J. 
and PERRIN, M., 2011, Evidence for family-centered care for children with special health 
care needs: a systematic review. Academic Pediatrics, 11, 136-143. http:​​​//doi.org/10.1016/j.
acap.2010.12.014

KWOK, E., BOOTSMA, J., CAHILL, P. and ROSENBAUM, P., 2021, A scoping review of qualitative 
studies on parents� perspectives on speech, language, and communication interventions. 
Disability and Rehabilitation, https:​​​//doi.org/10.1080/09638288.2021.1989061 

LEVICKIS, P., EADIE, P., MENSAH, F., MCKEAN, C., BAVIN, E. L., and REILLY, S., 2023, Associations 
between responsive parental behaviours in infancy and toddlerhood, and language out-
comes at age 7 years in a population-based sample, International Journal of Communication 
Disorders. https:​​​//doi.org/10.1111/1460-6984.12846

LYONS, R., O�MALLEY, M.P., O�CONNOR, P. and MONAGHAN, U., 2010, �It�s just so lovely to hear him 
talking�: Exploring the early-intervention expectations and experiences of parents. Child 
Language Teaching and Therapy, 26, 61�76. https:​​​//doi.org/10.1177/0265659009349975 

MADIGAN, S., PRIME, H., GRAHAM, S.A., RODRIGUES, M., ANDERSON, N., KHOURY, J., et al. (2019) 
Parenting behavior and child language: a meta-analysis. Pediatrics, 144. https:​//doi.
org/10.1542/peds.2018-3556

MICHIE, S., ATKINS, L., and WEST, R., 2014, The Behaviour Change Wheel: A guide to Designing 
Interventions. Silverback Publishing.

MELVIN, K., MEYER, C., and SCARINCI, N., 2019, What does �engagement� mean in early speech 
pathology intervention? A qualitative systematised review. Disability Rehabilitation, 42, 
2665�2678. https:​​​//doi.org/10.1080/09638288.2018.1563640 

MELVIN, K., MEYER, C., and SCARINCI, N., 2022, What do speech�language pathologists do to 
support families� active involvement in early intervention? Exploring moment-to-moment 
interactions in sessions. International Journal of Speech-Language Pathology, 1-14. https:​​​
//doi.org/10.1080/17549507.2022.2092211 

O�BRIEN, B.C., HARRIS, I.B., BECKMAN, T.J., REED, D.A., and COOK, D.A., 2014, Standards for Report-
ing Qualitative Research: A Synthesis of Recommendations. Academic Medicine, 89, 1245-
1251. https:​​​//doi.org/10.1097/ACM.0000000000000388 

O�TOOLE, C., LYONS, R., and HOUGHTON, C., 2021, A qualitative synthesis of Parental Experiences 
and Perceptions of Parent-Child Interaction Therapy for Preschool Children with Commu-
nication Di�culties. Journal of Speech, Language, and Hearing Research, 64, 3159-3185. 
https:​//doi.org/10.1044/2021_JSLHR-20-00732 

WATTS PAPPAS, N., MCALLISTER, L. and MCLEOD, S., 2016, Parental beliefs and experiences regard-
ing involvement in intervention for their child with speech sound disorder. Child Language 
Teaching and Therapy, 32, 223-239. https:​​​//doi.org/10.1177/0265659015615925 

WATTS PAPPAS, N. and MCLEOD, S. L., 2008, Working with families in speech�language patholo-
gists work with families. In N. Watts Pappas and S. McLeod (eds), Working with Families in 
Speech�Language Pathology (Abingdon: Plural Publishing), 1�38.



120   |   Chapter 5

Appendix 5.1 Interview guide

Interview guide

First question: 
Could you tell me what your family looks like? (use playmobile puppets to visualise the family members)
Second question: 
Could you tell me why you and your child started with speech and language therapy?
Topics to probe when discussing the time path
-	 Barriers in collaborating with the SLT
-	 Facilitators in collaborating with the SLT
-	 Parents needs and wishes regarding the collaboration with the SLT
-	 Parents� expectations regarding speech and language therapy and their collaboration with the SLT
Final question:
Is there anything you have missed or like to add? 
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Abstract

Background 
Collaboration between Speech and Language Therapists (SLTs) and parents is considered 
best practice for children with developmental disorders. However, such collaborative 
approach is not yet widely implemented in therapy for children with developmental 
language disorders (DLD). Improving SLTs� collaboration with parents requires insight in 
factors that in�uence the way SLTs work with parents. 

Aims 
To explore the speci�c beliefs of SLTs that in�uence how they collaborate with parents 
of children with DLD.

Methods and Procedures 
We conducted three online focus groups with 17 SLTs using a re�ection tool and per-
sonas to prompt their thoughts, feelings and actions on speci�c scenarios. Data were 
analysed using the Theoretical Domains Framework (TDF). 

Outcomes and Results 
We identi�ed 34 speci�c beliefs across nine TDF domains on how SLTs collaborate with 
parents of children with DLD. The results indicate that SLTs hold con�icting speci�c 
beliefs regarding collaborative work with parents. These relate to SLTs� perspectives on 
their professional role and identity, their approach towards parents, and their con�-
dence and competence in working collaboratively with parents.

Conclusions and Implications 
SLTs hold speci�c beliefs that potentially hinder them from working collaboratively with 
parents. Appropriate interventions should be developed by combining implementation 
science and behaviour change science.
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Introduction

Family centred care emerged as a new model of practice in the 1990s (Rosenbaum et al., 
1998) and aligns with widespread policy belief about the importance of involving fami-
lies in decision-making in the context of health and wellbeing interventions for young 
children. Hence, the concept of the family as client rather than sole treatment on the 
child was introduced (Franck & Callery, 2004; Watts Pappas & McLeod, 2009; Kokorelias 
et al., 2019). Family-professional collaboration is a key element of family-centred care, 
which implies therapists and parents sharing knowledge and skills through mutually 
supportive interactions and a two-way communication style (An & Palisano, 2014; Klatte 
et al., 2020; Kokorelias et al., 2019). Family-professional collaboration encompasses a 
four-step process, including the establishment of mutually agreed-upon goals, shared 
planning, shared implementation, and shared evaluation. Family-identi�ed needs, 
shared responsibility and family empowerment are the three main principles that guide 
the collaborative process across these four steps (An & Palisano, 2014). Family-centred 
care is considered best practice for children with developmental disabilities, as a large 
body of literature shows positive outcomes for children and their parents (McCarthy et 
al., 2021; Meyer et al., 2019).

Within the �eld of speech and language therapy, this family-professional collaboration 
has not yet been fully realized. Studies describing speech and language therapists� 
(SLTs) conceptions of their own role show that SLTs working with children with speech 
and language di�culties identi�ed themselves primarily as treaters and planners, 
with coaching being indirectly acknowledged. SLTs viewed parents as helpers mostly 
tasked with completing home activities, less often recognizing them as learners who 
adapt intervention based on their child�s needs. Therapists varied in involving parents, 
generally emphasizing the importance of engagement but less frequently supporting a 
collaborative, parent-led approach in decision-making alongside the therapist (Davies 
et al., 2019; Davies et al., 2017; Sugden et al., 2018). These current practices do not meet 
the family-centred care criteria, but rather match a parent-as-therapist aide model, 
where parents have a more passive role and the SLT determines the course of treat-
ment. Despite the change towards a family-centred model that have been proposed in 
literature, a complete transition in SLT practice has yet to occur. 

In order for SLTs to adopt a di�erent model of practice, it is imperative that they change 
their professional behaviours and treatment routines. Consequently, a comprehensive 
analysis of the obstacles they encounter in collaborating with parents, along with an 
assessment of their needs for integrating collaborative approaches into their daily prac-
tice is required. Michie and colleagues (2014) provided the Behaviour Change Wheel 
(BCW) as a framework for designing behaviour change interventions. This framework 
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helps to systematically analyse and understand the key components that in�uence 
behaviour, and guides intervention development through identifying relevant factors 
and techniques. We followed the BCW approach with the aim of developing a behaviour 
change intervention in order to facilitate SLTs in collaborating with parents of children 
with Developmental Language Disorder (DLD). 

The BCW consists of three stages: 1) Understanding the behaviour, 2) Identifying 
intervention options, and 3) Identifying intervention content and implementation op-
tions. The current study focuses on the �rst stage, which consist of four steps. We have 
conducted the �rst three steps prior to this study. In the �rst step, we de�ned collabora-
tion between SLTs and parents in behavioural terms using the preliminary programme 
theory of Klatte and colleagues (2020) and the family-professional collaboration model 
of An & Palisano (2014). This collaboration involves creating a mutual understanding 
between parents and SLTs, establishing rapport with parents, empowering parents, 
shared goal-setting, shared planning, shared implementation and shared evaluation. In 
the second step, we discussed all de�ned collaboration behaviours (Klatte et al., 2024a) 
during a stakeholder session and selected the three most important target behaviours 
based on their expected impact and achievability (Michie et al., 2014). In the third, 
step we further speci�ed how SLTs need to perform these target behaviours when 
working with parents. This process resulted in three target behaviours: 1) SLTs Identify 
parents� priorities, concerns, and needs, 2) SLTs establish goals with parents for their 
child�s speech and language therapy, and 3) SLTs operationalise goals together with 
parents (who, how, what, when, and where). Starting with these target behaviours when 
working with parents is essential, in our opinion, as their execution arguably positively 
in�uences the entire collaboration process. 

The fourth step is to identify what needs to change for SLTs to use the target behaviours 
when working with parents of children with DLD in speech and language therapy, 
which is the focus of the current study. This involves a behavioural analysis, aiming to 
understand why SLTs behave as they do and what changes are needed. The Theoretical 
Domain Framework (Cane et al., 2012) is a useful tool to identify factors in�uencing 
health professional�s behaviour related to the adoption of evidence-based recommen-
dations and has been widely applied in implementation research since (Atkins et al., 
2017). The TDF consists of fourteen domains and each of these can be mapped onto one 
of the three key elements of behaviour change: capability, motivation and opportunity 
(Michie et al., 2014). Therefore, the aim of this qualitative study was to explore SLTs� 
beliefs that in�uence how they collaborate with parents of children with DLD using the 
TDF.
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Materials and Methods

Study design
We conducted three online focus groups with SLTs and used the TDF as conceptual 
framework for data analysis (Cane et al., 2012). The study was conducted in accordance 
with the Dutch Code of Conduct for Research Integrity (KNAW et al., 2018). All par-
ticipants provided written informed consent. Data were anonymised and stored on a 
secure server.

Context of the study
The project focused on SLTs working in primary care in the Netherlands. Although 
Parent-child interaction therapy is known in the Netherlands, Dutch SLTs generally work 
child-directed, with parents often in a passive role during therapy sessions. A typical 
SLT treatment program for young children with DLD takes several years and consists of 
weekly sessions of 30 min per child (Gerrits et al., 2019).

Participants
Seventeen SLTs participated in three focus groups (See Table 1). SLTs were recruited 
via social media platforms such as LinkedIn, Facebook and Instagram. Eligibility for 
participation required a minimum of two years of work experience in an SLT practice 
with children aged two to six with (or at risk of ) DLD. We grouped participants based 
on their availability and aimed for diversity in work area and experience. We included all 
SLTs who applied for participation, with the exception of one SLT who was excluded due 
to insu�cient work experience. Each focus group consisted of �ve or six participants. 
Participants received �100 compensation for their time. 

Materials 
One week prior to the online focus group we provided participants with materials. The 
materials consisted of an instruction letter and video, plastic �gurines and �gures, a sen-
sitising task and two o�ine assignments with persona�s to use during the focus groups 
(see Appendices 6.1; 6.2; 6.3). A persona is a pro�le description of a person representing 
a client or patient group (Chang et al., 2008). The persona descriptions were based on 
interviews with parents that we performed in an preliminary study (Klatte et al., 2024b). 
The descriptions included characteristics such as family composition, language level, way 
of referral to SLT, parent�s behaviour during SLT. Furthermore, the descriptions contained 
information about their attitudes and level of involvement. Such as �parent is present 
during therapy but is not actively involved�. Our rationale for using the persona�s was to 
elicit speci�c ideas and experiences that related to participants� daily practice instead of 
generic conversations about parents and their role in treatment. In this way, we expected 
to receive in-depth information about participants� feelings, thoughts, and actions.
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Procedure
The focus groups had a duration of three hours and were conducted online as a result 
of COVID-19 restrictions. Three researchers took part in each focus group, ful�lling the 
roles of moderator (IK), observer (AG) and technical support (AE/RV). We video-recorded 
all focus groups by using the software Free Cam 8 (Free Cam) and transcribed the record-
ings ad verbatim. After each focus group, the facilitators (IK, AG, AE/RV) independently 
noted thoughts on a re�ection form and discussed these notes during a meeting prior 
to the next focus group. We documented the discussion in a re�ective journal. The 
procedure of the focus groups is shown in Figure 1 and is explained below. 

Table 1. Participants� characteristics

Participant Work experience (years) Work area (rural/urban)*

Focus group 1

SLT1 2-5 urban

SLT2 21-25 urban

SLT3 2-5 urban

SLT4 6-10 rural and urban

SLT5 16-20 rural

Focus group 2

SLT6 6-10 rural

SLT7 2-5 urban

SLT8 2-5 urban

SLT9 11-15 rural

SLT10 6-10 rural

SLT11 26-30 urban

Focus group 3

SLT12 26-30 urban

SLT13 2-5 urban

SLT14 2-5 urban

SLT15 16-20 urban

SLT16 2-5 rural

SLT17 2-5 rural and urban

* Rural = SLT practice is located in countryside; urban = SLT practice is located in a city
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Sensitizing tasks
Prior to the focus groups, we asked participants to complete the sensitising task by fol-
lowing the instructions as visualised in Figure 1, to think of a challenging collaboration 
with parents in their clinical practice. Participants used the �gures and �gurines to visual-
ise this collaboration by placing the parent, the child, and themselves in a constellation. 
Participants wrote down their thoughts, feelings, and actions next to the constellation 
and shared a photo of this constellation with the focus group moderator (IK).

Introduction of the focus group
The focus groups started with a brief introduction of the participants and explanation 
of the focus group procedure and aim. Then, we shared the pictures of participants� 
sensitisers and the participants explained their photo to the group.

O�ine assignment 1
During this o�ine assignment, we asked participants to think about the �rst target 
behaviour: Identifying parents� priorities, concerns and needs. Participants chose one 
of the six personas with whom they felt it was most di�cult to perform the target be-

Figure 1. Focus group process
* TB1 = Target behaviour 1: SLTs identify parents� priorities, concerns and needs

** TB2 = Target behaviour 2: STLs establish goals with parents for their child�s speech and language 
therapy

*** TB3 = Target behaviour 3: SLTs operationalise goals together with parents (who, how, what, when 
and where)
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haviour. Participants followed the same instructions, �gures and �gurines as used in the 
sensitising task. When completed, participants shared a photo of their assignment with 
the moderator via e-mail.

O�ine assignment 2
We instructed participants to apply the same procedure used in assignment 1, this 
time focusing on two additional target behaviours: 2) Establish goals with parents for 
their child�s speech and language therapy, and 3) Setting goals together with parents 
(who, how, what, when, and where). To enable participants to think about these target 
behaviours, we provided them with more detailed information about personas� needs 
regarding their child�s therapy. 

Group conversations between the o�ine assignments 
During the group conversations, the moderator shared a photo of an assignment of one 
of the participants (Appendix 6.4). We chose a photo of an assignment that involved a 
persona identi�ed by the majority of participants as the most challenging to perform 
the target behaviour with. Participants discussed the shared photos and their chal-
lenges in performing the target behaviour. The moderator employed a topic guide to 
direct conversations towards two main themes: 1) barriers and facilitators in regard to 
the target behaviours in relation to knowledge, skills, beliefs, and opportunities, and 2) 
SLTs� needs to overcome the mentioned barriers.

Analysis of the focus group data 
The �rst step of the analysis involved coding the transcripts inductively, using semantic 
labels to identify speci�c beliefs that potentially in�uence the way SLTs collaborate with 
parents. Four researchers (IK, SE, AG & RZ) jointly coded a section of the �rst transcript 
together to discuss and focus the coding process. Subsequently, two researchers (IK 
and AG) independently analysed the remaining transcripts. After each transcript, they 
compared and aligned their codes. We used ATLAS.ti (ATLAS.ti Scienti�c Software De-
velopment GmbH, 2020) for data analysis. One researcher (IK) merged similar codes and 
formulated group code names as speci�c beliefs, which were reviewed by a second re-
searcher (AG). In an expert meeting, six researchers (IK, SB, AE, AG, RZ, and EG) matched 
the speci�c beliefs with the fourteen TDF domains (Cane et al., 2012). 

Re�exivity 
Four researchers (IK, AG, RZ, and EG) are quali�ed SLTs and have experience in working 
with children with DLD (range of work experience: 3-33 years). The other researchers 
are working in the �elds of paediatric rehabilitation (MB and MK), co-design (RV and 
AE) and behaviour change (SE, AE). Four researchers (IK, SE, AE, and EG) have followed 
training in behaviour change research, such as the UCL Centre for Behaviour Change 
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Summer School (IK and EG). Two researchers had previous experience in conducting the 
TDF in another research project focusing on SLTs� behaviour in regard with performing 
language sample analysis (IK and RZ). Throughout the project, SE o�ered guidance ap-
plying behaviour change theory.

Results

Speci�c beliefs 
We identi�ed 34 speci�c beliefs of SLTs that potentially in�uence how SLTs collaborate 
with parents, labelled to nine out of fourteen theoretical domains. Table 2 contains the 
main �ndings of the focus groups, organised by TDF. Each belief is further explained 
with an illustrative quote.
We observed that SLT responses can be categorized into two types of beliefs: beliefs 
regarding how SLTs can be supported in collaborating with parents, and beliefs that are 
in con�ict with collaborative working with parents and family-centred care principles.

Beliefs on how to support SLTs in collaborating with parents
The formulated beliefs in the TDF domains knowledge, skills and behavioural regula-
tion, and beliefs about capability have a clear guidance in what SLTs need to be able to 
collaborate with parents. These beliefs concern the need for more con�dence, knowl-
edge, and skills on how to collaborate with parents. SLTs also noted that collaborative 
working requires them to change their habits and professional routines. Furthermore, 
they indicated the need for tools to support conversations with parents. For example, 
"I need more skills in how to converse with parents about their priorities, concerns, 
needs and goals, especially when parents experience di�culties with Dutch language." 
Overall, SLTs noted that they currently lack the necessary skills, knowledge, tools, and 
con�dence to e�ectively collaborate with parents.

Con�icting beliefs 
SLTs shared beliefs about working with parents that are in con�ict with collaborative 
working with parents and may hinder SLTs from changing their behaviour. These beliefs 
were classi�ed in the domains professional identity, beliefs about consequences, emo-
tion, environmental context and resources, and social in�uences. Within the domain 
professional identity, SLTs emphasize their role as expert and prioritise their time to 
working child-centred, which leaves them no or very limited time for parents. SLTs also 
indicated that they were afraid to disappoint parents when they invested time in col-
laboration instead of practicing with the child. Also, SLTs feel pressure from parents, 
society and health insurances to spend their time on working directly with children, 
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Table 2. Speci�c beliefs of SLTs

TDF domain Speci�c beliefs Quotes

Knowledge I need more knowledge about 
working with parents.

 �So also, I think, some education and knowledge and 
ability to deal di�erently with parental participation 
in treatment. I think that�s what I need.�(SLT2)

I need more knowledge about 
family systems.

�You are trained as an SLT, being a therapist. Very 
much disorder-oriented, of course. But, [... ] Actually, 
you should have more knowledge of that [systematic 
constellations] and maybe that should also be part of 
the training.� (SLT15)

Skills I need more skills in how to con-
verse with parents about their 
priorities, concerns, needs and 
goals, especially when parents 
have di�culties with Dutch 
language. This includes the need 
to have skills in how to support 
parents in sharing their thoughts. 

�What I encounter the most, is collaborating with 
multilingual parents, or parents who themselves 
have a lower language level, or a lower IQ. To get 
them to articulate why they want SLT for their child 
and, also, what they would like to achieve as main 
goal.� (SLT3)

I need more skills in how to 
collaborate with parents who 
have di�erent views or opinions 
about typical language develop-
ment, the child�s di�culties or the 
therapy approach. This includes 
parents who have di�erent views 
based on their cultural back-
ground. 

�But, the problem was actually that I was worried 
about the child and the parent didn�t recognise or 
shared those concerns. This made me think of: how 
can I convince that parent? And, yes, how does that 
communication go at home between parent and 
child? I didn�t feel completely taken seriously. Yes, I 
tried to involve the parent more, with therapy sessions, 
and mentioned things that I observed. Actually, the 
parent became more resistant as a result. The parent 
mentioned that things were di�erent at home.� (SLT17)

I need more skills in how to 
motivate parents to become col-
laborative partners. This includes 
giving parents ownership of the 
therapy process and outcomes, 
supporting parents to carry out 
activities at home and giving par-
ents insight into their important 
role in therapy sessions.

�Actually, the father sees the SLT as the expert, he 
doesn�t need to collaborate. So, actually there is no 
need there. So, I �nd it quite di�cult to motivate that 
parent. How do you start that conversation? How do 
you get that motivation from the parent?� (SLT14)

I need more skills in how to in-
crease parents� con�dence in their 
collaborative role in speech and 
language therapy.

�How to remove uncertainty and ambiguity from par-
ents. That is an important priority within treatment 
though�� (SLT6)

I need more guidance in how 
to discuss sensitive issues with 
parents.

�What I myself �nd very di�cult is to include the parent 
in this [give parents insight into the child�s di�cul-
ties], but also to keep it positive. So your child has 
DLD, which of course involves a lot of di�culties. But 
you don�t want to demotivate a parent right away or 
talk them into a pit, so to speak. I �nd that part very 
di�cult.� (SLT5)
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Table 2. Speci�c beliefs of SLTs (continued)

TDF domain Speci�c beliefs Quotes

Behavioural regula-
tion

I need to break my current habits 
to work collaboratively with 
parents

�And now that I talk about it again and hear things 
back from others, I think: oh yes, I would actually like 
to do that more. But I know how di�cult it is. We all 
know how di�cult it is to break a certain habit, an 
old pattern.� (SLT10)

professional role and 
identity

As therapist, I feel responsible 
to ensure that I provide the best 
possible care for children.

�And I think there is a responsibility to do it well. To do 
it well, not to �make� these children better, but to help 
them in their communication and in their everyday 
life. We [SLTs] are the ones who feel responsible for 
that - in my opinion - because we have the knowl-
edge of how to improve that or how to help with that.� 
(SLT13)

We are the experts in treating 
children with DLD and, as a result, 
are eager to dedicate our time to 
working directly with children.

"Well, because we are, of course, the professionals, and 
because we tend to quickly focus on �possibly due 
to time pressure and the responsibility, due to the 
SMART goals we have to set � that it all quickly centers 
around the child, and in that, the parent might be 
overlooked?" (SLT6)

My core task is to work directly 
with children, having conversa-
tions with parents about their 
priorities, needs and concerns 
feels like something extra.

�The moment you have little time and you are - well - 
more or less forced to spend that time with the client 
and not with the parent. It [collaboration] requires a 
di�erent interpretation of your treatment. It�s that this 
bit, that [engaging with parents] is almost not treat-
ment, but what is it?� (SLT10)

My role as therapist is to convince 
parents about the added value of 
therapy and to take on an active 
role in therapy.

�A challenge for me is especially: taking enough time 
for it [setting goals together] and convincing the par-
ent, that she is also co-responsible for achieving the 
goals, which we have set together.� (SLT17)

SLTs often shoulder signi�cant 
responsibility for therapy out-
comes and may �nd themselves 
taking ownership of the family 
challenges.
e.g. many SLTs are perfectionists, 
driven to do the right thing and 
to help others.

�We just really want to do it right. Also, we are - I think 
- quite perfectionistic. At least, most colleagues I meet 
are. Look, focus on disorders, so to speak, and par-
ticipation a bit of course. So we feel very responsible 
for that, because we have that knowledge and that 
expertise.� (SLT15)
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Table 2. Speci�c beliefs of SLTs (continued)

TDF domain Speci�c beliefs Quotes

I need to be aware of the bound-
aries of our profession: what 
can and can�t you do to support 
parents.

�I think the challenge lies in de�ning the boundaries of 
your profession, so to speak. You shouldn�t become a 
sort of community team or take on a role like someone 
else�s; instead, you should focus on maintaining 
your own professional boundaries. While you are the 
therapist and can do many things to support a mother, 
it�s crucial to safeguard your own limits. It�s important 
not to start resolving all sorts of issues for her, like a 
community team or someone from the school might 
do. I believe that�s also a challenge � determining how 
far you can go to assist a mother� (SLT1)

I experience tension between my 
expert role and parents role when 
it comes to goal setting.

�For me, the goal is set at the parent�s level and I experi-
ence - when I think about it - some kind of oscillation 
between how much in�uence the parent has and my 
own in�uence as an expert.� (SLT3)

I prefer taking the lead in the 
goal-setting process and usually, 
asking for parents� permission 
afterward, which has proven to 
work well for us.

�The �rst thing is that I actually don�t set goals together 
with parents, as I often create the goals myself and 
then ask if they agree. I do this because it�s easier. 
Because I notice that parents often don�t really know 
what to do. I tend to just do it myself and ask for their 
permission, and that usually works �ne.�(SLT7)

I need parents to be involved 
before and after goal setting, and 
I set the goals myself integrating 
parents� input. 

�Engaging parents is always crucial. However, person-
ally, I revert to those goals. I believe that involvement 
before setting goals and involvement after setting 
goals�also, how do we achieve the goals and who 
does what and when?�that�s when I need parental 
involvement more than during the goal-setting itself. 
But, I think discussing those goals is, of course, very 
important. And check if they agree with them.� (SLT9)

Beliefs about capabili-
ties

I need to feel con�dent to invest 
time in discussing parents� priori-
ties, concerns and needs, as this 
goes against expectations 

�And so that is also a certain expectation that I think is 
instilled by the whole... by everyone actually, includ-
ing health insurers. But also by parents themselves, 
that they feel like: now I�m here, and now it�s going 
to be solved. Whereas I think you actually have to 
be pretty con�dent not to do that right away, but 
�rst to take all the time you need to make sure you�re 
on the right track together. And I think that is also a 
certain expectation from everyone who comes to an 
SLT.� (SLT2)
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Table 2. Speci�c beliefs of SLTs (continued)

TDF domain Speci�c beliefs Quotes

Beliefs about conse-
quences

I will let parents down when I 
do not directly start with child-
directed therapy. Especially con-
sidering the time already spent 
on being on a waiting list, history 
taking and diagnostics

�I feel tremendous pressure to solve the problem 
for that parent. And you want to, because you�re a 
therapist, they see you as a specialist and you�re the 
therapist, so pressure is quite high. And I feel, that if I 
don�t meet that expectation for that parent, I�m actu-
ally disappointing that parent.� (SLT2)

For the success of therapy, it is 
important to organise meetings 
with parents to make sure you are 
on the same level

�I have a lot of parent meetings, but I also have many 
multilingual children, which indeed takes a lot of time 
to clarify things. But even I notice, if you don�t connect 
with a parent, you won�t get anywhere. So yes, at least 
one parent meeting is often part of my treatment 
without the child present.� (SLT15)

For the success of therapy, par-
ents must take on an executive 
role. E.g. by executing home 
assignments

"And on the other hand, also a very big concern of: 
Okay, how will it proceed with [child]? At the moment, 
nothing is actually being done at home. They�ll prob-
ably continue with SLT for years."

It is not always bene�cial for chil-
dren to involve parents in therapy
E.g. Excessive parental pressure 
might lead to child developing 
performance anxiety.

�Actually, I want to stir up a hornet�s nest. Because 
sometimes, I come across parents whom I prefer not to 
involve at all. They�re not present during the treatment 
because I believe it�s in the child�s best interest for them 
to step back for now. I attempt to guide them, but it 
doesn�t seem to work. So, I think, �Well, maybe not for 
the moment.� Until the child progresses further, and 
then I try to reintegrate them [the parents].� (SLT15)

Some parents may express needs 
that fall outside the scope of SLTs� 
role when asked to share them.

�What I �nd tricky: where does my role end? Because I 
often feel like I�m responsible for everything: for chil-
dren, parents, how things are going, the home situa-
tion, attendance. And, I think there is a big challenge 
in this, of: hey, I can talk to parents about it, I can help 
them, but at some point my responsibility also stops 
and they really have to do it themselves.� (SLT13)

Spending time on conversations 
with parents, rather than directly 
treating the child, can feel like 
time lost for me.

�Because you�re, of course, con�ned to those 25 
minutes, during which you also want to provide treat-
ment. So, sometimes you just don�t have much time 
to engage in conversations with parents. I think that�s 
also a signi�cant reason why I haven�t done it much.�
Moderator: �I hear you say: �Because I also want to 
start the treatment quickly.� Is that also a reason that 
you don�t want to dwell too long on that aspect?�
SP7: �Well, yes, also because indeed... because 25 
minutes per week is so little, in principle. If a quarter of 
that time is lost...�



136   |   Chapter 6

Table 2. Speci�c beliefs of SLTs (continued)

TDF domain Speci�c beliefs Quotes

Emotion I may experience feelings of ir-
ritation or frustration in response 
to certain parental behaviour.

�Whenever we discuss things or I show her [mother] 
something, it�s always, �Yes, I�m already doing all 
that,� to the point of annoyance. I admit, I�ve been 
quite subjective about this. Lately, I was thinking �Oh, 
here we go again.� It started to bother me. In our joint 
e�orts, if she�s willing to participate at all, I don�t see 
her doing everything she claims she�s already doing. 
Also, from how she talks about what happens at 
home, I don�t get the impression that she knows it 
all already. I wish she did, for her sake and especially 
for the child�s sake. This has resulted in my focusing 
mainly on the child, and I regret that because it�s not 
my intention.� (SLT12)

Environmental con-
text and resources

The system stimulates child-
centred therapy. 
E.g. health insurance reimburse-
ment primarily for child-centred 
activities, SLT education has a 
child-centred focus.

�Yeah, especially in the three days I work at a school 
for special education, I have really close connections 
with the school. However, it�s very noticeable that 
parents actually distance themselves even more 
compared to when they come to an SLT practice. Itt 
takes a lot of time, but it�s also a real challenge to 
�gure out, to really search for ways to involve parents 
signi�cantly in therapy.� (SLT1)

Challenging parental factors
E.g. Multilingual parents with 
a low Dutch language level or 
parents with challenging home 
situations such as a contested 
divorce.

�I think I encounter the most challenges with multilin-
gual parents or parents who have a lower language 
pro�ciency or a lower IQ. Helping them articulate why 
they want therapy for their child and what they want 
to achieve as main goal.� (SLT3)

I experience time pressure to im-
mediately start with child-centred 
treatment due to long waiting 
lists.

�Because we have limited time, and I work in a region 
with huge waiting lists that put pressure on me. So, 
how should I put this correctly? I don�t have plenty 
of time because there are more children with DLD 
who also need support. So, you do want to start 
therapy quickly. Well, not �quickly,� but you do want to 
start it smoothly. I know that parental participation 
is part of it. Yet, there�s this desire to start with the 
therapy.�(SLT12)

In some situations, parents 
cannot be present during my 
treatment.
E.g. school location

�That�s also the aspect of parents being present. I 
always �nd that quite challenging, especially now 
during this COVID-19 time, where some schools don�t 
even allow parents to be present. That makes involve-
ment even more di�cult.� (SLT13)
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Table 2. Speci�c beliefs of SLTs (continued)

TDF domain Speci�c beliefs Quotes

I do not have enough time for 
conversations with parents dur-
ing treatment sessions.

�I have a child in front of me, and the point is that in 
private practice, �rstly, I also think: yes, half an hour, 
what can I do with half an hour when you actually 
want to assess parental involvement?� (SLT2)

I need to have supportive and 
visual tools for discussing parents� 
priorities, concerns and needs.

�To have a di�erent conversation tool. An anamneses 
interview is: I ask a question and you answer. That 
is how such a conversation goes and it is not about 
identifying parents� worries and needs. So I think if you 
want to identify those, you need to give parents tools 
to actually share their own needs and to create space 
for them to do that. Especially parents with a low 
Dutch language level are not capable of doing that by 
using just language.� (SLT2)

I need to have accessible 
resources to share with parents 
about DLD, therapy process and 
collaboration.

�If you just ask a question and parents start thinking 
about it, they might �nd it di�cult to come up with 
something. Whereas if they have some examples or 
it is visualized, that makes it a bit easier for them." 
(SLT14)

Social in�uences I feel pressure from parents to 
work child-centred.

�You do feel the pressure, as others have mentioned. 
There�s a need to start working, something has to 
happen, and recently, I had a client where I had 
multiple conversations with the parent. However, the 
parent thought, �You need to do something, you�re 
just talking.� There is indeed a di�erence between 
where you, as a therapist, are focused on and where 
the parent is focused on. Yes, I often �nd myself stuck 
in that situation.� (SLT3)

I experience con�ict/pressure 
when people in the social system 
of the child have di�erent opin-
ions and expectations regarding 
speech and language therapy.

�Not only are there many aspects involved in DLD, but 
also various people in the environment are engaged 
in the system. A babysitter, a parent, a teacher, a child 
health clinic doctor, a general practitioner, a preschool 
leader. (�) The needs are not always aligned. What a 
teacher expects from the child may di�er from what a 
parent expects. As SLT, I often �nd myself in a position 
where I have to justify why a teacher has certain ex-
pectations regarding language and why a parent may 
not be addressing it adequately. So, in collaboration 
with parents, you need to ensure alignment with other 
disciplines.� (SLT4)
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which hinders them from collaborating with parents. Emotions like frustration and irri-
tation in response to certain parental behaviour potentially hinder SLTs from truly listen 
to parents� rationales. For example, certain parental behaviour is being interpreted as 
relying heavily on therapists. Further, SLTs expressed challenging parental factors that 
act as barriers to collaborative working, such as a Dutch language di�culties.

Observation of SLTs� conversations about collaboration with parents
The facilitators of the focus groups observed that SLTs initially talked about collaboration 
in general and focused on the roles and responsibilities of parents instead of re�ecting 
on their own role and behavioural factors. Interestingly, the introduction of the parents� 
needs later on in the focus group prompted SLTs to re�ect on their own needs and 
barriers. Through this process, we discovered that SLTs often make assumptions about 
parents� behaviour and base their actions on these assumptions. However, when SLTs 
are aware of the actual motivations of parents, they are better equipped to understand 
and meet the needs of parents. Having insight in what is expected of them, SLTs were 
more capable of re�ecting on their own barriers and facilitators regarding the target 
behaviours. 

Discussion 

Discussion of the �ndings
This focus group study explored speci�c beliefs of SLTs that in�uence how they collabo-
rate with parents of children with DLD. Collaboration involves many di�erent behaviours 
(Klatte et al., 2024a) and therefore, rather than focusing on collaboration in general, we 
focused on three speci�c target behaviours of collaboration: 1) SLTs identifying parents� 
priorities, concerns and needs, 2) SLTs establish goals with parents for their child�s 
speech and language therapy, and 3) SLTs operationalise goals together with parents 
(who, how, what, when, and where). By focusing on three target behaviours we were 
able to obtain detailed information about what needs to change for SLTs in relation to 
these behaviours (Michie et al., 2014). We identi�ed 34 speci�c beliefs across nine TDF 
domains that are related to how SLTs collaborate with parents of children with DLD. 

The results indicate the presence of two types of speci�c beliefs: 1) beliefs regarding 
how SLTs can be supported in collaborating with parents, and 2) beliefs that con�ict 
with the target behaviours. The �rst type of beliefs provides clear starting points for a 
follow-up process on supporting SLTs to work collaboratively with parents. However, the 
con�icting beliefs are of particular interest because changing them is conditional for a 
successful intervention (Atkins et al., 2017). The con�icting speci�c beliefs found link 
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to the domains professional role and identity, beliefs about consequences, emotions, 
environmental context and resources, and social in�uences. These con�icting speci�c 
beliefs relate to three key issues, explained in the following paragraphs. 

The �rst key issue pertains to the professional role and identity of SLTs. They see child-
centered work as their priority, prioritizing their limited time to working directly with 
children. The participating SLTs believe that they are the experts and must solve the 
problem. As a result, SLTs make most of the service-delivery decisions themselves, set 
goals and prioritise their limited time to be child-centred, leaving little or no time to 
talk to parents. These speci�c beliefs are in con�ict with collaborative working and 
family-centred care, where the child and parents are the clients rather than just the 
child, and where SLTs support parents to become collaborative partners in the decision, 
implementation and evaluation of therapy (An & Palisano, 2014; Kokorelias et al., 2019; 
Klatte et al., 2024a). This con�icting belief is consistent with previous research in which 
SLTs viewed their role as experts supporting the child (Davies et al., 2019) and SLTs� pref-
erences for child-directed interventions (Pring et al., 2012; Zwitserlood-Nijenhuis et al., 
2023). When working with parents, SLTs should consider coaching as part of their role 
rather than just planning and treating (Davies et al., 2019; Roulstone, 2012; Carroll, 2010). 
Also, a systematic review on the processes and outcomes of FCC showed that therapists� 
attitudes in�uenced the therapy outcomes as well as �their adaptation or resistance to 
new ways of working or in roles such as �coach� in the transition to FCC� (McCarthy et al., 
2022, pg. 27). According to our data, SLTs perspectives on their professional role can be 
attributed to their training, the health care (�nancial) system, which incentivizes child-
directed approached, and parents� expectations for therapists to adopt a child-directed 
approach, which is in line with existing literature (O�Toole et al., 2021; Kokorelias et al., 
2019; McCarthy et al., 2022).

The second key issue pertains to the concept of equivalent collaboration. SLTs� speci�c 
beliefs often con�ict with collaborative working, as SLTs value parental input but do not 
actively welcome parents as partners, often attributing lack of engagement to parents� 
unwillingness or demotivation. These beliefs were often accompanied by feelings of 
frustration and irritation. Also, words as �convincing� parents and parents �not being en-
gaged� contradict collaborative working. According to a recent systematic review (Klatte 
et al., 2024a), e�ective collaboration with parents requires therapists to adopt a facilitat-
ing attitude. This involves acting without judgment or assumptions, and recognizing 
that each parent is doing their best with available resources while acknowledging their 
central role in their child�s life. With this mindset, SLTs would always include parents in 
therapy sessions, aim to understand their perspectives, and empower them to choose 
how they want to contribute to their child�s treatment (Klatte et al., 2024a).
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The third key issue pertains to self-con�dence and self-e�cacy. SLTs felt that collabo-
rating with parents went against common expectations. SLTs shared the need to feel 
con�dent and competent in order to counter these expectations. This is consistent with 
research that highlights the importance of an individual�s self-e�cacy when imple-
menting an intervention (Sugden et al., 2018; Damschroder et al., 2022). Individuals are 
more likely to adopt interventions and remain committed to its use, even when faced 
with barriers, if they feel con�dent in their ability to make necessary changes to achieve 
implementation goals (Damschroder et al., 2022). This con�dence stems from speci�c 
beliefs regarding the support SLTs require, including the need for enhanced skills and 
knowledge, as well as access to supportive conversational tools.

Future directions and clinical implications
The next step is to design interventions that facilitates SLTs in collaborating with par-
ents, together with parents and SLTs. This intervention should concentrate on changing 
SLTs� beliefs about their professional role and identity, their attitudes and approaches 
towards parents, and their con�dence and competence in discussing parents� priorities, 
needs, concerns and goals, even if it goes against the current norm. The Behavioural 
Change Wheel can be a helpful tool in developing interventions by identifying appropri-
ate intervention functions, stage 2, and implementations options by using behavioural 
change techniques (BCTs), stage 3. BCTs provide a shared vocabulary for describing in-
tervention content and characteristics. For developing an intervention to facilitate SLTs 
in collaborating with parents, appropriate intervention functions include Education, 
Persuasion and Modelling (Michie et al., 2014). An example of a BCT is �framing�, which 
refers to how to discuss and think about collaborative working. For example, the use 
of the term �collaboration� instead of �parental engagement� opens a wider perspective 
(Goodall & Montgomery, 2014). Another crucial ingredient for the future intervention is 
the re�ection of SLTs on their approach, parents, and their professional role. Our focus 
group experience showed that this positively in�uenced SLTs� thinking. 

SLTs� beliefs not only provide directions with respect to intervention content, but also 
point towards systemic in�uences that need to be taken into account when develop-
ing interventions. Future research studies should focus on implementing collaborative 
working with parents in speech and language therapy, by additionally incorporating 
systemic in�uencing factors. We suggest to use the Consolidated Framework for Imple-
mentation Research (Damschroder et al., 2022) in combination with behaviour change 
theory in order to increase the success of collaborative working in SLT practice (Patey 
et al., 2023).
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Strengths & limitations
Limitations include the possibility that dissenting opinions weren�t fully expressed due 
to dominant viewpoints, uneven participation in focus groups, and the potential for 
bias stemming from the �rst author�s dual role as both moderator and primary analyst. 
However, the material facilitated SLTs� re�ection on their personal approach in work-
ing with parents. All participants were asked to complete the assignments, which gave 
them the opportunity to express their thoughts and opinions. The in�uence of the �rst 
author is mitigated by the frequent group discussions regarding data interpretation and 
the utilization of the TDF as a guide for data analysis. While the study�s �ndings may 
have limited transferability due to its focus on the Netherlands, they align with similar 
studies (e.g. O�Toole et al., 2021; Davies et al., 2019; Sugden et al., 2018), enhancing 
their credibility. Online focus groups pose challenges such as reduced non-verbal com-
munication and potential fatigue among participants, but e�orts were made to create 
a safe environment for open discussion, and online discussions and o�ine assignments 
were alternated. The study�s strength lies in its systematic approach, combining BCW 
and TDF, which not only guided data analysis but also promoted collaboration among 
the research team and provided a common language for discussion and interpretation.

Conclusion 
This study adds valuable insights into the speci�c beliefs that hinder SLTs from working 
collaboratively with parents. To achieve change, it is crucial to address how SLTs perceive 
their professional role and identity in relation to collaborative working, their attitude 
towards parents and their con�dence in working collaboratively with parents. These 
insights into SLTs� beliefs about collaboration provide a solid foundation for designing 
suitable interventions to promote SLTs behaviour change (Michie et al., 2014).



142   |   Chapter 6

References

An, M., & Palisano, R.J. (2014). Family-professional collaboration in pediatric rehabilita-
tion: a practice model. Disability and Rehabilitation, 36, 434�440. http:​//doi.org/10.3
109/09638288.2013.797510.

Atkins, L., Francis, J., Islam, R., O�Connor, D., Patey, A., Ivers, N., Foy, R., Duncan, E. M., 
Colquhoun, H., Grimshaw, J. M., Lawton, R., & Michie, S. (2017). A guide to using the 
Theoretical Domains Framework of behaviour change to investigate implementa-
tion problems.�Implementation Science,�12, 1-18. http:​//doi.org/10.1186/s13012-017-
0605-9. 

ATLAS.ti Scienti�c Software Development GmbH. (2020). Atlas.ti 8 Windows. https:​//
atlasti.com/product/v8-windows/. 

Cane, J., O�Connor, D., & Michie, S. (2012). Validation of the theoretical domains frame-
work for use in behaviour change and implementation research. Implementation 
Science, 7, 1-17. https:​//doi.org/10.1186/1748-5908-7-37. 

Carroll, C. (2010). �It�s not everyday that parents get a chance to talk like this�: Exploring 
parents� perceptions and expectations of speech-language pathology services for 
children with intellectual disability. International Journal of Speech-Language Pathol-
ogy, 12, 352-361. https:​//doi.org/10.3109/17549500903312107. 

Chang, Y. N., Lim, Y. K., & Stolterman, E. (2008). Personas: from theory to practices. In 
Proceedings of the 5th Nordic conference on Human-computer interaction: building 
bridges (pp. 439-442). https:​//doi.org/10.1145/1463160.1463214. 

Damschroder, L. J., Reardon, C. M., Widerquist, M. A. O., & Lowery, J. (2022). The updated 
Consolidated Framework for Implementation Research based on user feedback. 
Implementation science, 17(1), 75. https:​//doi.org/10.1186/s13012-022-01245-0 

Davies, K. E., Marshall, J., Brown, L. J., & Goldbart, J. (2017). Co-working: Parents� 
conception of roles in supporting their children�s speech and language de-
velopment. Child Language Teaching and Therapy, 33, 171-185. https:​//doi.
org/10.1177/0265659016671169. 

Davies, K. E., Marshall, J., Brown, L. J., & Goldbart, J. (2019). SLTs� conceptions about 
their own and parents� roles during intervention with preschool children. Interna-
tional Journal of Language & Communication Disorders, 54, 596-605. https:​//doi.
org/10.1111/1460-6984.12462. 

Franck, L.S., & Callery, P. (2004). Re-thinking family-centered care across the continuum 
of children�s healthcare. Child: Care, Health and Development, 30, 265-277. 

Free Cam (version 8). https:​//www.freescreenrecording.com/. 
Gerrits, E., De Jong, J., Zwitserlood, R., & Klatte, I. (2019). The Netherlands vignette. In: 

Law, J., Murphy, C., McKean, C. & Þórðardóttir, E. (Eds.) The theory and practice of 
managing the child with language impairment�across Europe and beyond. Rout-
ledge, pp. 339�350.



Collaboration: how to change current practice?   |   143   

6

Goodall, J., & Montgomery, C. (2014). Parental involvement to parental engagement: a 
continuum. Educational Review, 66, 399�410. https:​//doi.org/10.1080/00131911.201
3.781576. 

Klatte, I.S., Lyons, R., Davies, K., Harding, S., Marshall, J., Mckean, C.. & Roulstone, S. 
(2020). Collaboration between parents and SLTs produces optimal outcomes for 
children attending speech and language therapy: gathering the evidence. Interna-
tional Journal of Language and Communication Disorders, 55, 618�628. http:​//doi.
org/10.1111/1460-6984.12538. 

Klatte, I.S., Ketelaar, M., De Groot, A., Bloemen, M., & Gerrits, E. (2024a). Collaboration: 
how does it work according to therapists and parents? A systematic review. Child: 
Care, Health and Development, 50(1), e13167, http:​//doi.org/10.1111/cch.13167.

Klatte, I. S., Bloemen, M., de Groot, A., Mantel, T. C., Ketelaar, M., & Gerrits, E. (2024b). 
Collaborative working in speech and language therapy for children with DLD�What 
are parents� needs? International Journal of Language & Communication Disorders, 
59(1), 340-353. https:​//doi.org/10.1111/1460-6984.12951. 

KNAW; NFU; NWO; TO2-federatie; Vereniging Hogescholen; VSNU (2018): Dutch Code of 
Conduct for Research Integrity. DANS. https:​//doi.org/10.17026/dans-2cj-nvwu. 

Kokorelias, K.M., Gignac, M.A.M., Naglie, G., & Cameron, J. (2019). Towards a universal 
model of family centred care: a scoping review. BMC Health Services Research, 19, 
1�11. http:​//doi.org/10.1186/s12913-019-4394-5. 

McCarthy, E., & Guerin, S. (2022). Family�centred care in early intervention: A systematic 
review of the processes and outcomes of family�centred care and impacting factors. 
Child: Care, Health and Development, 48(1), 1-32. https:​//doi.org/10.1111/cch.12901. 

Meyer, C., Scarinci, N., & Barr, C. (2019). Principles and outcomes of patent- and family-
centred care. In C. Meyer, N. Scarinci, & L. Hickson (Eds.), Patient and family-centred 
speech-languae pathology and audiology (pp. 2-20). Thieme. 

Michie, S., Atkins, L., & West, R. (2014). The behaviour change wheel: A guide to designing 
interventions. Silverback.

O�Toole, C., Lyons, R., & Houghton, C. (2021). Aqualitative synthesis of parental experi-
ences and perceptions of parent-child interaction therapy for preschool children 
with communication di�culties. Journal of Speech, Language, and Hearing Research, 
64, 3159�3185. https:​//doi.org/10.1044/2021_JSLHR-20-00732. 

Patey, A. M., Fontaine, G., Francis, J. J., McCleary, N., Presseau, J., & Grimshaw, J. M. (2023). 
Healthcare professional behaviour: health impact, prevalence of evidence-based 
behaviours, correlates and interventions. Psychology & Health, 38(6), 766-794. https:​
//doi.org/10.1080/08870446.2022.2100887. 

Pring, T., Flood, E., Dodd, B., & Jo�e, V. (2012). The working practices and clinical ex-
periences of paediatric speech and language therapists: a national UK survey. 
International Journal of Language & Communication Disorders, 47, 696-708. https:​//
doi.org/10.1111/j.1460-6984.2012.00177.x. 



144   |   Chapter 6

Rosenbaum, P., King, S., Law, M., King, G., & Evans, J. (1998). Family-centered service: 
A conceptual framework and research review. Physical and Occupational Therapy in 
Pediatrics, 18, 1-20. 

Roulstone, S., Wren, Y., Bakopoulou, I., Goodlad, S., & Lindsay, G. (2012). Exploring in-
terventions for children and young people with speech, language and communication 
needs: A study of practice. London. 

Sugden, E., Baker, E., Munro, N., Williams, A. L., & Trivette, C. M. (2018). An Australian 
survey of parent involvement in intervention for childhood speech sound disorders. 
International Journal of Speech-Language Pathology, 20(7), 766-778. https:​//doi.org/1
0.1080/17549507.2017.1356936. 

Watts Pappas, N., & McLeod, S. (2009). Working with Families in Speech� Language pathol-
ogy. Plural Publishing.

Zwitserlood�Nijenhuis, M. A., Wie�erink, C. H., & Gerrits, E. (2023). A randomized study 
of parent�versus child�directed intervention for Dutch toddlers with DLD. Interna-
tional Journal of Language & Communication Disorders, 58, 1768-1782. https:​//doi.
org/10.1111/1460-6984.12901. 



Collaboration: how to change current practice?   |   145   

6

Appendix 6.1 Focus group material
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Appendix 6.2. Example of a persona
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Appendix 6.3. Assignments 1 and 2
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Appendix 6.4. Example of a completed assignment
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The general aim of this thesis was to explore what is needed for speech and language 
therapists (SLTs) to collaborate optimally with parents of children with Developmen-
tal Language Disorders (DLD). The studies presented in this thesis investigated how 
collaboration is described by parents and health care professionals in the literature, 
explored the perspectives of SLTs and parents� needs in relation to their collaboration, 
and identi�ed what SLTs require in order to change their approach and behaviour. This 
general discussion provides an overview of the main �ndings, a re�ection on these �nd-
ings, methodological considerations, clinical implications and �nal conclusions. 

Main �ndings of this thesis

Chapter 2 presents a discussion paper which outlines the importance of explicitly ad-
dressing what collaboration with parents entails. We present a preliminary programme 
theory for collaborative working with parents, employing a realist approach to visualise 
essential components. These include fostering mutual understanding grounded in the 
views, feelings, perceptions, and history of parents and SLTs; cultivating a strong parent-
SLT relationship; empowering parents; and co-designing and delivering customised 
activities with parents and SLTs. Potential contextual factors (C), mechanisms (M) and 
outcomes (O) were presented which could be con�gured into causal mechanisms to 
help explain what works for whom in what circumstances. CMO con�gurations were 
drafted, based on the relevant literature, which serve as exemplars to illustrate how this 
methodology could be used. This paper emphasises the necessity for further research 
into the working elements of collaborative practice and the potential bene�ts of realist 
evaluation methodology. 

Chapter 3 presents the �ndings of a qualitative interview study exploring SLTs� perspec-
tives on key elements of parental engagement in parent-child interaction therapy for 
children with DLD. SLTs de�ned parents� engagement in terms of therapy attendance 
levels, the willingness to accept and act upon information from therapy and the abil-
ity to participate in therapy. SLTs identi�ed the following key components of parents� 
engagement: mutual understanding, constructive relationships between the SLT and 
parent, parental empowerment, and parents� psychosocial barriers. The role of SLTs in 
supporting and facilitating parent engagement is seen as pivotal throughout the thera-
peutic process. The study emphasises the necessity for SLT training to develop skills 
required to engage parents e�ectively.

Chapter 4 presents the results of a systematic review listing concrete strategies for 
therapists to use in their collaboration with parents of children with developmental 
disabilities. The strategies were organised into �ve clusters: (1) continuously invest time 
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in your collaboration with parents, (2) be aware of your important role in the collabora-
tion with parents, (3) tailor your approach, (4) get to know the family and (5) empower 
parents to become a collaborative partner. The strategies facilitate the optimization and 
alignment of therapists’ collaboration with each individual parent. The explicit formula-
tion of these strategies enables the transition from therapist-led and child-centred care 
to family-centred care. 

Chapter 5 explored the needs of parents of young children with DLD in their collabora-
tion with SLTs. The �ndings of the interview study yielded six themes: (1) knowing what 
to expect, (2) knowing how to contribute, (3) feeling capable of supporting the child, 
(4) trusting the therapist, (5) alignment with parents and children�s needs, preferences 
and priorities and (6) time and space for asking questions and sharing information. In 
conclusion, parents request that SLTs invest time in collaborating with them and require 
empowered to become collaborative partners in their child�s therapy. The needs of par-
ents are in line with the principles of collaborative working as described in the relevant 
literature. This emphasises the importance of implementing collaborative working in 
speech and language therapy for young children with DLD. 

Chapter 6 is a focus group study in which we explored the speci�c beliefs of SLTs about 
collaborating with parents of children with DLD. The �ndings indicate that SLTs hold 
speci�c beliefs that may con�ict collaborative work with parents. These relate to SLTs� 
perspectives on their professional role and identity, the way they approach parents, 
and their con�dence and competence in working collaboratively with parents. This 
study emphasises the importance of developing e�ective interventions to facilitate 
collaborative working between SLTs and parents of children with DLD by integrating 
implementation science and behaviour change science.

SLTs� beliefs as barriers to collaboration
The complexity of working with parents is highlighted by the �ndings of this thesis. 
There is no one-size-�ts-all approach for collaboration between SLTs and parents, since 
it needs to be tailored to each individual child and parent. The �ndings show that SLTs 
often focus on working with the child and collaboration with parents is often restricted 
to explaining home assignments. This approach is consistent with the parent-as-thera-
pist aide model, in which parents typically engage in intervention by conducting home 
activities that are planned and designed by the therapist (Watts Pappas & McLeod, 
2009). Participating SLTs in the current thesis seem to assume that this is what collabora-
tion with parents entails, although they also acknowledge that it can be challenging to 
engage and motivate parents. Collaboration with parents, however, encompasses much 
more than only requesting parents to support their child at home (Chapters 2 and 4). The 
optimal collaboration between SLTs and parents is characterised by shared knowledge 
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and skills, as well as shared decisions through a mutually supportive two-way interac-
tion style (An et al., 2016). Parents expect SLTs to provide them with the opportunity 
to raise questions, share perspectives, o�er emotional support and supply information 
and skills on how they can support their child, aligned with their possibilities and needs 
(Chapters 4 and 5). In Chapter 6, we explored barriers and facilitators of SLTs in the con-
text of collaborative work with parents. The primary responses of SLTs were concerned 
with external factors, such as time and the characteristics and behaviour of parents. 
However, further inquiry and re�ection revealed con�icting beliefs about their profes-
sional role and the consequences of investing time in having conversations with par-
ents. SLTs� view child-centred work as their main task. Additionally, they feel responsible 
to solve the problem as soon as possible, as they are the experts. As an explanation, SLTs 
shared that they are trained to work in a child-centred manner, and, they believe that 

Figure 1. 

The in�uence of the therapeutic relationship on dis/empowered parents� position in the collaborative 
partnership (Reeder & Morris, 2021).
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parents expect them to do so. As a result, SLTs invest their time in working directly with 
the child which leaves limited time for parents. Therefore, in order to facilitate a change 
in SLTs� approach towards family-centred care, in which they collaborate with parents, it 
is crucial to address their con�icting beliefs about their professional role. 

Empowering parents is crucial for optimal collaboration
The �ndings of this thesis (Chapters 3-5) are in accordance with the existing literature, 
which emphasises the signi�cance of empowering parents to become collaborative 
partners (e.g. An & Palisano, 2014; Fumagalli et al., 2015; Alsem, 2018). A majority of the 
strategies formulated in Chapter 4 focus on empowering parents, by ensuring parents� 
understanding, giving parents emotional support and give parents the ability and op-
portunity to bring up subjects and ask questions. The expressed needs of parents of 
children with DLD (Chapter 5) perfectly matches with these strategies, showing that 
parents need information about what to expect and how to contribute, need emotional 
support, and also need time and space for sharing their perspectives. Based on the 
interview data (Chapter 5), we assume that SLTs primarily focus on the children and 
do not invest much time in discussing parents� perspectives and needs. Despite that 
SLTs did not invest time in collaborating with them, the majority of parents expressed 
satisfaction with the SLTs� way of working (Chapter 4). Parents were pleased with the 
SLTs� friendly attitude towards their children and their ability to form a connection 
with them. The work of Reeder and Morris (2021) provides an explanation of parents� 
satisfaction or dissatisfaction with the therapists� approach (see Figure 1). The manner 
in which parents are supported as decision-making partners has a signi�cant impact 
on their level of empowerment. Both empowered and disempowered parents can be 
either satis�ed or dissatis�ed with the therapists� approach. Given that the majority of 
SLTs invest little time in supporting parents to become collaborative partners, yet have 
excellent social skills, we believe that most parents are satis�ed with the friendly and 
welcoming SLT, but remain unempowered. The traditional hierarchy in which SLTs are 
the experts plays a signi�cant role in parents� increased reliance on SLTs. One potential 
pitfall for SLTs is to assume that they are collaborating well together with parents when 
they indicate satisfaction or agreement with the therapy decisions. It is important to ac-
knowledge that parents who lack empowerment may be more inclined to demonstrate 
passive compliance (Reeder & Morris, 2021). The work of Reeder and Morris (2021) and 
Chapter 4 show that the complexity of collaboration and the faced challenges of SLTs 
are applicable to HCPs working with children with developmental disabilities in general. 

Unpacking collaboration using theory-driven enquiry
In this thesis we focused on two main topics: 1) unpacking the concept of collaboration 
and 2) investigating how we can change SLTs� behaviour from working child-centred 
towards collaborative working with parents. The methodologies employed in this thesis 
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are based on the methodological principles of complex interventions, which examine 
the working mechanisms of an intervention (Marchal et al., 2021; Atkins et al., 2017; 
Michie et al., 2014). For the �rst topic, we applied a realist evaluation lens by formulating 
a programme theory about how collaboration works (Chapter 2, including �ndings of 
Chapter 3) and formulated speci�c strategies for SLTs to use in their collaboration with 
parents (Chapter 4). Realist evaluation focuses on investigating the causal relationship 
between interventions and outcomes, which can be summarised as what works, how, 
for whom, in what circumstances and to what extent (Pawson & Tilley, 1997). For the 
second topic, we followed the steps of the Behaviour Change Wheel (BCW) (Michie et 
al., 2014), prioritised the target behaviours based on parents� perspectives (Chapter 5) 
and explored the determinants that in�uence the way SLTs work with parents, utilising 
the Theoretical Domains Framework (TDF) (Atkins et al., 2017) (Chapter 6). 

These approaches, Realist Evaluation, BCW and TDF, are theory-driven and concerned 
with understanding working mechanisms and exploring how the intervention works 
in what circumstances. Realist Evaluation looks at mechanisms in a broader context of 
interventions, while Behaviour Change Theory and TDF focus speci�cally on the mecha-
nisms that drive changes in existing behaviour. By combining insights from Behaviour 
Change Theory and TDF with the broader evaluative framework of Realist Evaluation, we 
gained a more nuanced understanding of how collaboration works, what mechanisms 
are essential according to SLTs and parents, and what factors determine SLTs� behaviour. 

Figure 2. 
Preliminary programme theory underpinning collaborative practice with parents (Chapter 2).
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Proposing an adapted model of parent - HCP collaboration
In this paragraph, I propose a new model of parent-professional collaboration that 
visualizes the core components of collaboration and its complexity. This model is based 
on the preliminary programme theory discussed in Chapter 2, the parent-professional 
collaboration model by An & Palisano (2014) and the �ndings presented in Chapters 3 to 
5 of this thesis. The preliminary programme theory as introduced in Chapter 2 (Figure 2) 
contains valuable elements of collaboration. However, the chronological order of these 
components as initially presented in the programme theory can be questioned because 
they are not necessarily static or linear. Instead, they are dynamic and interrelated, with 
in�uences �owing in multiple directions throughout the therapy process. While SLTs� 
and parents� activities do contribute to the development of mutual understanding, the 
relationship, and parental empowerment, these components also shape and in�uence 
each other in a reciprocal manner. This reciprocal in�uence underscores the importance 
of viewing these components as interconnected and essential throughout the entire 
parent-therapist journey, rather than isolated stages. Also, not all participatory steps 
as suggested by An and Palisano (2014) (Figure 3) are present, such as mutually agreed 
upon goals and shared evaluation. 
The adapted collaboration model (Figure 4) integrates the parent-professional col-
laboration model of An & Palisano (2014) and the �ndings of this thesis (Chapters 3-5). 
The knowledge gained in Chapter 4 about how collaboration works is applicable to 
HCPs working with children with developmental disabilities. Consequently, rather than 
concentrating on SLTs, this adapted version focuses on all HCPs who work with young 
children with developmental disabilities and their parents. The following paragraphs 
will elucidate the core components. 

Figure 3. 
Model of family-professional collaboration: a 4-step process of collaborative service delivery (An & Pali-
sano, 2014).
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The adapted model (Figure 4) visualises that parent - HCP collaboration aims to improve 
outcomes for both the child and parents. These are the long-term outcomes of therapy, 
also known as distal factors, such as the child�s level of communicative participation or 
parents� wellbeing. By viewing child and parents as their clients, HCPs are stimulated to 
change their way of working from child-directed to family-integrated and invest time in 
their collaboration with parents. 

In the adapted model, collaboration encompasses �ve participatory steps that can be 
iteratively progressed: shared assessment, shared goal setting, shared planning, shared 
implementation and shared evaluation. The participatory steps are the cyclic building 
blocks of the therapeutic process that need to be conducted by HCPs in collaboration 
with parents (An & Palisano, 2014). The participatory step, �mutually agreed upon goals,� 
of An and Palisano�s model has been revised to �shared goal setting.� This modi�cation 
is based on the assumption that the terms �shared goal setting� imply shared activities 
rather than mere agreement on goals. The word �shared� in the context of the participa-
tory steps means that HCPs and parents negotiate their roles at each step based on 
their capabilities, resources, and preferences. When conducting these shared steps 
and inviting parents as collaborative partners, it is essential for HCPs to consider the 
traditional hierarchical structure. In this hierarchy, HCPs are seen as experts who deliver 
therapy, creating an implicit power imbalance between SLTs and parents (Thomas et al., 
2020; Reeder & Morris, 2021). This imbalance a�ects the degree of �shared� involvement. 
Addressing this power imbalance requires engaging in thoughtful conversations with 
parents about the traditional hierarchy�s existence (Reeder & Morris, 2021; Thomas et al., 
2020) and inviting parents to collaborate in therapy as experts of their children (Chapter 
3).

The participatory steps can only be e�ective when proper attention is given to the 
so-called fundamental components: mutual understanding, trusting relationship, and 
parental empowerment. These components are expected to be interrelated, mutually 
dependent, and exert reciprocal in�uence on each other. All fundamental components 
are repeatedly emphasized in literature as being critical to the collaborative process (An 
& Palisano, 2014; Watts Pappas et al., 2009; Kokorelias et al., 2019), and are con�rmed by 
the �ndings of current thesis.

The fundamental components can be viewed as the proximal outcomes in the col-
laborative process, since they contribute to the success of parent-professional col-
laboration. Viewing them as such stimulates HCPs to invest time in increasing mutual 
understanding, parental empowerment and a trusting relationship. Future research in 
how these proximal outcomes can be discussed between parents and HCPs, measured 
and evaluated is necessary. 
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Parent-professional collaboration is in�uenced by capability, motivation and opportu-
nity of both parents and HCPs (Michie et al., 2014). Each parent-child dyad is unique and 
requires an individual approach. For example, parents� self-management and empower-
ment varies between individuals, but can also vary within an individual from day to day 
and circumstance to circumstance (Reeder & Morris, 2021; Wong Chung et al., 2020). 
HCPs need to align their approach to parents capability, motivation and opportunity 
and therefore have insight into these factors. HCPs are in the position to create the op-
portunity for parents to collaborate with them in the participatory steps, invite parents 
to share their perspectives and, for example, their learning needs. The capability, mo-
tivation and opportunity of HCPs in�uences the collaboration with parents. As shown 
in Chapters 4 and 6, HCPs need to have facilitating conversational skills and mindset. 
Upmost important, they need to recognise parents as central to and/or the constant in 
the child�s life, the ultimately responsible persons for their child, as the child�s primary 
source of strength and support, and as unique and bringing their own expertise. This 
mindset is in line with the family-centred care principles (MacKean et al., 2005). 

Implementation of collaboration in SLT practice
For decades, studies have highlighted the importance of collaboration for achieving 
positive outcomes for children and families (Rosenbaum, 1998), both in healthcare for 
young children in general and more speci�cally in speech and language therapy (Watts 
Pappas & McLeod, 2009). However, as this thesis underlines, collaborative working has 
not yet widely been implemented in healthcare for young children with developmental 
di�culties. For implementation, it is important to gain insight into the determinants 
of collaborative working with parents. The �ndings of this thesis o�er useful insights 
for implementing collaborative working in SLT practice on the individual level of SLTs 
(Chapter 6), which indicate that SLTs hold con�icting speci�c beliefs regarding collab-
orative work with parents. These relate to SLTs� perspectives on their professional role 
and identity, the way they approach parents, and their con�dence and competence in 
working collaboratively with parents.

When aiming to implement collaborative working in SLT practice, it is essential to focus 
on contextual factors too, such as the healthcare system. The Consolidated Framework 
for Implementation Research (CFIR) is a useful tool for implementing collaborative 
working in speech and language therapy, which aims to understand and evaluate de-
terminants in relation to: 1) Innovation, 2) Outer setting, 3) Inner Setting, 4) Individuals, 
and 5) Implementation process (Damschroder et al., 2022). In the following paragraphs, 
each step will be discussed in the light of the �ndings of current thesis. 
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Innovation
The innovation contains collaborative working as presented in Figure 4. One might 
question whether the implementation of Figure 4 as a whole is overly complex, given 
that it comprises numerous components that are themselves multifactorial. It may be 
more appropriate to implement each participatory step in a sequential manner, taking 
into account the fundamental components mutual understanding, parental empower-
ment and trusting relationship. Interventions for each participatory step can be devel-
oped in co-design with SLTs and parents. For instance, with regard to the participatory 
step of �shared assessment�, it would be possible to develop tools such as an app for 
the purpose of sharing videos of the child�s communication in everyday life. Another 

Figure 4. 
Model of collaboration between parents and healthcare professionals.
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suggestion is to develop tools for shared goal setting. Furthermore, existing tools can 
be collated and made available to SLTs and parents. 

Inner setting
This domain focuses on the setting in which the innovation needs to be implemented, 
so in our context that is the speech and language therapy for young children with DLD. 
The current thesis focuses on SLTs working in speech and language therapy practices. 
SLTs have expressed experiencing time pressure due to long waiting lists and being allo-
cated only 25-30 minutes per session. Additionally, SLTs are accustomed to working in a 
child-centred manner, and transitioning to collaborative work may feel counterintuitive 
for some. Common terms used by SLTs include �engagement� and �involvement,� re�ect-
ing the prevailing belief that parents need to actively participate in therapy as designed 
by SLTs. When it comes to implementing collaborative working with parents in relation 
to the inner setting, it is important for SLTs to be immersed in a family-centred culture 
where investing time in collaborative work with parents is both valued and considered 
the norm. Additionally, it is vital for SLTs to have access to peer-support and opportuni-
ties for discussing and re�ecting on challenging situations with parents alongside their 
colleagues. Although this thesis was conducted in the context of SLT in primary care, 
implementation studies are also needed on how to implement collaborative working 
in all SLT settings for young children with DLD, such as special schools and special care 
groups. These settings are likely to have speci�c barriers, such as parents not being pres-
ent at schools, which di�er from the barriers experienced in SLT practices.

Outer setting
This domain concerns the context in which the Inner Setting Exists, such as the health 
system or community. The �ndings of this thesis (Chapter 6) corroborate existing litera-
ture on the challenges faced by SLTs in the outer setting, including funding constraints 
and con�icting expectations of parents (Davies et al., 2019; Klatte & Roulstone, 2016). 
Health insurance companies primarily reward child-directed service delivery. While 
most healthcare insurance companies cover conversations with parents, it is not widely 
known and used by SLTs. Instead of covering face-to-face meetings with children or 
parents, I suggest to transition to funding for the child that includes all necessary sup-
port, such as having frequent one-to-one conversations with parents. 

Within the outer setting, the professional association of speech and language therapy 
(NVLF) has a considerable in�uence over the successful implementation of collaborative 
working. Currently, the NVLF requires of SLTs to have parents present of at least 50% 
of the therapy sessions in primary care. It can be questioned if this requirement is a 
useful implementation strategy for collaborative working with parents. Instead of using 
a quantitative measure, I recommend to use qualitative measures based on parents� and 
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SLTs� perspectives. This could entail the utilisation of instruments such as the Measure 
of Processes of Care (M-POC) (King et al., 1995) to evaluate parental perspectives, or the 
Measure of Processes of Care � service providers (M-POC-SP) (Woodside et al., 1998) to 
assess SLTs� viewpoints. 

A facilitating factor in the Outer setting is that collaboration between SLTs and parents 
aligns with the widely held belief in healthcare policy regarding the importance of 
involving families in decision-making in health and wellbeing interventions for young 
children (WHO, 2015). Also, it aligns with the principles outlined in the �Integraal Zorgak-
koord� (IZA, 2022), which is a comprehensive healthcare agreement in the Netherlands 
formulated through collaboration among various key stakeholders in the Dutch health-
care system. The IZA recognises the value of collaboration with patients as a means of 
improving healthcare outcomes and patient satisfaction. 

A potential barrier of collaboration lays within the education of future SLT students, 
since the SLTs curricula are often child-centred (Mantel, 2022) and students are not 
trained in how to collaborate with parents (Thomas et al. 2020). My recommendation is 
to evaluate the SLT curricula, train SLT lecturers in collaborative working and integrate 
collaborative working in text books that are recommended in initial SLT training pro-
grammes, such as �Methodisch handelen in de logopedie� (Kuipers & Lacroix, 2021) or 
�Handboek TOS� (Gerrits et al., 2017). 

Within SLT programmes, there is a promising role for students to serve as change agents 
(Thomas et al., 2020). For becoming a change agent, students need to be empowered 
to champion family-centred practices within the �eld of speech and language therapy, 
driving positive change and fostering stronger collaborative relationships between 
SLTs and parents. Central to promoting parent-professional collaboration is the active 
involvement of parents as educational partners throughout the curriculum (Thomas et 
al., 2020). By inviting parents to participate in various aspects of the curriculum, such as 
role-playing exercises, or collaborative projects, students can gain invaluable insights 
into the realities of family dynamics and the challenges faced by parents in supporting 
their children�s communication and language development.

Individuals
This domain focuses on the roles and characteristics of individuals, in our case SLTs and 
parents. This thesis primarily focused on this domain and analysed the behaviour of 
SLTs using the COM-B elements: capability, opportunity and motivation (Michie et al., 
2014). This approach perfectly �ts with this CFIR domain, which also suggest to use the 
COM-B and TDF framework to gain insight into an individuals� barriers and facilitators 
(Damschroder et al., 2022). Chapter 6 shows that SLTs hold con�icting beliefs regarding 
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collaborative work with parents. These relate to SLTs� perspectives on their professional 
role and identity, their approach towards parents, and their con�dence and competence 
in working collaboratively with parents. Moving forward in relation to these barriers, 
suggestions for future intervention components include equipping SLTs with a robust 
understanding of what collaboration entails, knowledge about parenting theories, 
insights into parental perspectives, opportunities for self-re�ection on their practices, 
timely reminders, and concrete tools tailored to reshape their working methods. In ad-
dition to the barriers identi�ed in SLTs� beliefs (Chapter 6), it is also important to consider 
the perceived barriers to SLTs� opportunities. Time was identi�ed by SLTs as one of the 
most signi�cant barriers. Furthermore, SLTs indicated that they encountered di�culties 
in working with parents who had di�culties with the Dutch language and/or cultural 
backgrounds that di�ered from their own. In light of the principles of FCC, it can be 
argued that these barriers can be overcome by in�uencing SLTs� beliefs about their role, 
by increasing SLTs� cultural sensitivity, and by training SLTs in having conversations with 
parents who experience language di�culties. In order to train SLTs� cultural sensitivity, 
more research into cultural beliefs about language development is needed. Addition-
ally, the development of tools for SLTs or parents to facilitate their communication and 
information exchange could prove bene�cial.

Implementation process
This domain is about the activities and strategies that are being used to implement 
the innovation. In future research studies focusing on implementing collaborative 
working with parents, can use the Implementation Research Logic Model (IRLM) (Smith 
et al., 2020) that o�ers a structured approach to operationalizing the implementation 
process, clarifying pathways to success, and guiding evaluation and quality improve-
ment e�orts. In the IRLM, the CFIR domains are integrated into the overall logic model 
structure and each domain corresponds to speci�c implementation strategies and 
mechanisms of change. The IRLM stimulates researchers to evaluate outcomes, both 
intended and unintended, at the implementation level, service level, and clinician/
patient level. Together, these frameworks provide a powerful toolkit for researchers and 
practitioners seeking to implement and evaluate collaborative working in speech and 
language therapy e�ectively.

Parent and SLT involvement in research
The collaboration with parents and SLTs within the project COMPLETE, Chapters 4-6, 
proved valuable in writing the grant proposal, recruitment of parent participants, col-
lection of data, interpretation of the data, and dissemination of �ndings to other parents 
and HCPs. The parent panel provided helpful advice on how to recruit parents, re�ected 
on the variety of our participant group in Chapter 5 and encouraged us to recruit par-
ents with di�erent experiences. Furthermore, the parent panel joined discussions about 
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the interpretation of the interview transcripts, participated in prioritisation sessions and 
other meetings during the project. In this way, they in�uenced researchers� perspectives 
on collaborative working with parents and made us more sensitive to parents� perspec-
tives and needs. For example, parents raised our awareness of the implications of the 
words �parental engagement� for parents. Parents felt that SLTs expected them to be 
engaged with their plans, but parents want SLTs to be engaged with them and their 
child. For parents, the term �collaboration� is more appropriate, as it implies working 
together to achieve shared goals in supporting the child. 

Although attempted to equally collaborate with parents and SLTs during the research 
project, allowing them to in�uence research decisions and direction, the research team 
ultimately made the �nal decisions. For example, the research team decided that the 
parents and SLTs could not have a role in the systematic review (Chapter 4). For the 
interview study with parents participants (Chapter 5) we did, however, invite parents 
to consider their desired role by using the Involvement Matrix (Smits et al., 2020). We 
were able to ful�l all desired roles, except for the wish to participate in the interviews as 
co-interviewer. We were not able to organize this due to practical reasons such as time 
and money. For future research projects, it is essential to invite parents as co-researchers 
and discuss their desired role continuously during the project.

Clinical implications
The following section presents a selection of the most signi�cant clinical implications 
for SLTs/HCPS and lecturers who train future HCPs. 

For SLTs and other HCPs working with children with developmental disabilities
-	 Invest time in empowering parents to become collaborative partners and discuss 

their perspectives. Ask about the reasons behind their questions, explore their 
motivations, and be curious and open-minded. (For more practical strategies, see 
Chapter 4). 

-	 Re�ect on your own feelings, thoughts, and biases when working with parents. Con-
sider what you can do di�erently instead of what the parent should do di�erently. 

-	 Re�ect on your beliefs about your professional role.
-	 Be a role model and in�uence your colleagues by valuing vulnerability and encour-

aging peer-to-peer re�ection. 

For lectures training future HCPs
-	 Re�ect on your teaching methods, the language you use (e.g. collaboration instead 

of involvement or engagement), and the examples you set (child-centred or family-
centred). 
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-	 Provide SLT students with opportunities to practice collaborative working during 
internships and ensure they have role models.

To follow-up on the clinical implications, I recommend that both SLTs and lecturers re-
�ect on their collaboration with parents, gain knowledge about parenting theory, gain 
more insight into parents� perspectives, and develop parent-oriented conversational 
skills. For instance by attending the training �Oudergericht samenwerken in logope-
dische behandeling� and using the peer-to-peer re�ection toolbox COMPLETE (Klatte et 
al., 2024; Klatte, 2024). Both the toolbox and training are based on the �ndings of this 
thesis and were developed in collaboration with parents and SLTs. 

Conclusion
The current thesis emphasizes the critical role of parent-professional collaboration 
in speech and language therapy for young children with Developmental Language 
Disorder (DLD). Implementing e�ective collaboration entails behavioural changes 
among SLTs. This requires well-designed interventions that address both the barriers 
and facilitators speci�c to individual therapists and their working contexts. Facilitating 
SLTs to work family-centred and optimise their collaboration with parents also requires 
adjustments from policy makers and educational institutions. While we must continue 
to stress the importance of collaboration, it is now imperative that we actually imple-
ment change.
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Nederlandse samenvatting

Dit proefschrift beschrijft wetenschappelijk onderzoek naar de samenwerking tussen 
logopedisten en ouders van kinderen met een taalontwikkelingsstoornis (TOS) in de 
leeftijd van 2-6 jaar. Hoewel onderzoek aantoont dat samenwerken met ouders leidt 
tot positieve uitkomsten van therapie is dit nog onvoldoende geïntegreerd in de 
logopedische praktijk. Logopedisten hanteren vaak een therapeutgestuurde werkwijze, 
waarbij zij de behandelingsbeslissingen nemen en de focus primair op het kind ligt. Dit 
leidt tot een passieve rol van ouders, waarin zij voornamelijk de opgegeven opdrachten 
thuis uitvoeren met hun kind. Indien logopedisten en ouders echter als gelijkwaardige 
samenwerkingspartners opereren, kan de behandeling beter worden afgestemd op 
zowel de behoeften van het kind als die van de ouders. Bovendien stelt een intensie-
vere samenwerking ouders in staat om hun kind in het dagelijks leven e�ectiever te 
ondersteunen, wat bijdraagt aan de vooruitgang van het kind buiten de therapeutische 
sessies. Het implementeren van het samenwerken met ouders binnen de logopedische 
praktijk blijkt echter complex. Zowel logopedisten als ouders ondervinden diverse be-
lemmeringen. De integratie van het samenwerken met ouders vereist een aangepaste 
werkwijze van logopedisten, wat neerkomt op een fundamentele gedragsverandering 
in hun professioneel handelen. 

De vragen in dit proefschrift hebben betrekking op het in kaart brengen van wat sa-
menwerking precies inhoudt volgens ouders en logopedisten, wat de ervaringen zijn 
van ouders en logopedisten in hun samenwerking en wat logopedisten nodig hebben 
om het samenwerken te integreren in hun behandelingen voor jonge kinderen met TOS. 

Hoewel samenwerking veelvuldig wordt besproken in zowel de literatuur als de 
praktijk, ontbrak er concrete kennis over hoe logopedisten de samenwerking e�ectief 
kunnen optimaliseren. In hoofdstuk 2 benadrukken we de complexiteit van de samen-
werking tussen logopedisten en ouders en doen we een oproep om meer expliciete 
kennis te ontwikkelen over hoe logopedisten de samenwerking met ouders kunnen 
optimaliseren. We beschrijven belangrijke factoren die hierbij een rol spelen, zoals een 
goede relatie tussen logopedist en ouders, wederzijds begrip en het empoweren van 
ouders. Deze factoren waren onder andere gebaseerd op de interviews die we hebben 
uitgevoerd met logopedisten (hoofdstuk 3). In hoofdstuk 4 gingen we in de literatuur 
op systematische wijze op zoek naar hoe therapeuten de samenwerking met ouders 
van een kind met een ontwikkelingsstoornis kunnen optimaliseren, volgens ouders 
en therapeuten. Deze zoektocht leverde meer dan 100 concrete strategieºn op die 
logopedisten kunnen inzetten in hun samenwerking met ouders. De strategieºn waren 
geclusterd in vijf groepen: (1) blijf continu tijd investeren in de samenwerking met oud-
ers, (2) wees je bewust van je belangrijke rol in de samenwerking, (3) pas je aanpak aan 
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op de speci�eke situatie, (4) leer het gezin goed kennen, en (5) empower ouders zodat 
ze een gelijkwaardige samenwerkingspartner worden. 

Omdat we ook wilden weten wat Nederlandse ouders van kinderen met TOS belangrijk 
vinden in hun samenwerking met de logopedist, hebben we interviews uitgevoerd 
(hoofdstuk 5). De interviews brachten zes belangrijke thema�s naar voren: (1) weten 
wat je kunt verwachten, (2) weten hoe je kunt bijdragen, (3) je bekwaam voelen om je 
kind te ondersteunen, (4) vertrouwen in de logopedist, (5) afstemming op de behoeften 
en voorkeuren van ouders en kinderen, en (6) tijd en ruimte om vragen te stellen en 
informatie te delen. Ouders gaven aan dat logopedisten tijd moeten investeren in de 
samenwerking en dat ouders zich geholpen willen voelen om actief mee te doen in de 
therapie van hun kind. Deze behoeften passen bij de principes van samenwerking zoals 
beschreven in de literatuur, wat het belang onderstreept van een samenwerkingsgeri-
chte benadering in de logopedie voor jonge kinderen met TOS. 

Het integreren van samenwerking met ouders vraagt een andere werkwijze van logope-
disten, oftewel een gedragsverandering. In hoofdstuk 6 hebben we met logopedisten 
besproken welke factoren hun samenwerking met ouders beïnvloeden. De bevindingen 
tonen aan dat logopedisten bepaalde overtuigingen hebben die de samenwerking met 
ouders kunnen bemoeilijken. Deze overtuigingen hebben te maken met hun visie op 
hun professionele rol en identiteit, de manier waarop ze contact leggen met ouders, en 
hun zelfvertrouwen en vaardigheden in het samenwerken met ouders. Voor een e�ec-
tieve implementatie van samenwerking met ouders in de logopedische praktijk is het 
cruciaal om interventies te ontwikkelen die deze barriŁres wegnemen en logopedisten 
in staat stellen om te investeren in de samenwerking met ouders. 

Dit proefschrift biedt praktische handvatten voor logopedisten en, breder gezien, 
therapeuten die werken met jonge kinderen met ontwikkelingsstoornissen en hun oud-
ers. Samenvattend benadrukken de klinische implicaties het belang van het investeren 
in het empoweren van ouders, het tonen van nieuwsgierigheid naar hun meningen en 
ervaringen, en het uitvoeren van zelfre�ectie over de eigen gevoelens, gedachten en 
acties. Om toekomstige logopedisten goed voor te bereiden op samenwerking met 
ouders, is het essentieel dat logopedieopleidingen het samenwerken met ouders inte-
greren in het bacheloronderwijs.
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Dankwoord

Met een grote glimlach begin ik aan dit dankwoord. Dit proefschrift voelt als een 
afsluiting van een periode waarin ik ontzettend veel ballen in de lucht heb gegooid en 
gehouden, maar het is me gelukt om me staande te houden. Dat is echt het resultaat 
van teamwerk, van de prachtige mensen die ik om me heen heb verzameld, zowel privØ 
als op werk. Ik zou zeggen: It takes a village to do a PhD. En die heb ik gevonden! 

Ellen, ik kan me nog goed herinneren dat wij elkaar tegen kwamen in de lift van de 
UU tijdens mijn masterstudie. Ik dacht, laat ik je toch maar om toestemming vragen 
voor het benaderen van professor Law in Engeland voor het uitvoeren van mijn master-
scriptie. Jij gaf mij het advies om iemand anders te benaderen, namelijk professor Sue 
Roulstone. Jij schatte in dat haar onderzoek beter aan zou sluiten bij mijn interesses. 
Daar bleek je volledig gelijk in te hebben en dÆt moment is bepalend geweest voor mijn 
pad. Ik kan je niet genoeg bedanken voor de kansen die je mij gaf in het uitvoeren van 
mijn masterscriptie in Bristol, het werken bij het lectoraat Logopedie, het aansluiten 
bij de activiteiten van de Cost Action, het schrijven van mijn eigen onderzoeksproject 
en het uitvoeren van mijn promotieonderzoek. Tijdens mijn promotieonderzoek stond 
je open voor mijn suggesties en ideeºn en kreeg ik de vrijheid om het project uit te 
voeren op mijn manier. Door jouw vertrouwen in mijn ideeºn en capaciteiten, heb ik de 
mogelijkheid gekregen om mij te ontplooien als onderzoeker in het onderwerp wat mij 
na aan het hart ligt. 

Manon, je was mijn rots in de branding, mijn vraagbaak en mijn voorbeeld als moeder 
van twee jonge kinderen die zowel haar werk als haar moederschap vol overgave doet. 
Als dagelijks begeleider kon ik laagdrempelig met je in gesprek over keuzes die gemaakt 
moesten worden en over mijn onzekerheden. Het gesprek sloot je steevast af met �ga 
zo door!�. Dat heeft me heel goed gedaan, waarvoor veel dank. Ik wens je ontzettend 
veel succes met jouw nieuwe rol als lector en ik hoop nog veel met je samen te werken!

Marjolijn, jouw duidelijkheid en behoefte aan structuur, afspraken en helderheid hebben 
mij veel gebracht tijdens mijn promotieonderzoek. Je stimuleerde me om mijn behoeft-
en uit te spreken en zorg te dragen dat ik voldoende steun ondervond als promovendus 
zijnde. Je was altijd benaderbaar en bereikbaar, reageerde vlot en de feedback die jij 
me gaf hielp me goed vooruit. Ik kon erop vertrouwen dat jij je aan gemaakte afspraken 
hield, wat mij ontzettend heeft geholpen in het houden van vertrouwen in het proces. 
Veel dank voor je begeleiding. Ik kijk ernaar uit om samen verder te werken aan het 
onderwerp waar onze beider harten sneller van gaan kloppen.
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Annemieke, wat ben jij een ontzettend lief, integer, opgewekt en mooi mens. Ik ben zo 
blij dat jij mijn directe collega werd op het project COMPLETE. Beide zijn we gevoels-
mensen en mede daardoor klikten we heel goed. Ik kon alles bespreken en jij stond 
altijd voor me klaar. Als er iemand is die mij op werk geholpen heeft om alle ballen in de 
lucht te houden, dan ben jij het wel. Ik hoefde er daarom ook geen seconde over na te 
denken om je te vragen als mijn paranimf. Heel veel dank voor alles! 

Rob, jij stond altijd klaar voor ondersteuning waar nodig, voor vragen en om mee te 
denken. Ik kon erop vertrouwen dat jij er was, met geduld en vriendelijkheid. Nooit was 
iets te veel gevraagd. Je maakte altijd tijd voor een praatje. Dat is zo waardevol voor mij 
geweest. Muchas gracias!

Rosa, Anita, Marry en Remko, het is altijd een feestje om met jullie samen te werken. 
De energie, het enthousiasme en de creativiteit spat er af en is (gelukkig) besmettelijk. 
Mede door de samenwerking met jullie, voelde mijn promotieonderzoek niet als een 
solistisch pad. Heel veel dank! 

Graag wil ik de ouders van kinderen met TOS bedanken die aan dit project hebben 
deelgenomen. In het bijzonder wil ik het ouderpanel bedanken: Michel, Heleen, Astrid, 
Marjan, Wietske en Micky. Jullie bijdrage was van onschatbare waarde voor mij en voor 
het project. De gesprekken die we hebben gevoerd, hebben me veel geleerd en diep 
geraakt. Ik heb groot respect voor de moed die jullie tonen door op te komen voor 
kinderen met TOS en hun ouders. Het vraagt moed om tussen professionals te delen 
wat jullie gemist hebben, wat belangrijk voor jullie is, en wat jullie elke ouder van een 
kind met TOS zouden gunnen. Tot slot mijn dank aan de oudervereniging FOSS voor 
hun waardevolle bijdrage.

Aan alle logopedisten die hebben deelgenomen aan het project COMPLETE: hartelijk 
dank. Dankzij jullie inzet en samenwerking hebben we van het project COMPLETE een 
succes kunnen maken, met waardevolle en toepasbare producten voor zowel logope-
disten als ouders van kinderen met TOS. 

Yvonne Brookman-van Essen, wat is het �jn om met jou samen te werken. Jouw enthou-
siasme, innovatieve vermogen en het zien van mogelijkheden en kansen, stimuleert mij 
om groots te denken en kansen te pakken. Veel dank voor jouw bijdrage en ik kijk uit 
naar onze verdere samenwerking! 

Ook wil ik al mijn (oud-)collega�s van de HU bedanken die me hebben ondersteund 
in het aanvragen en uitvoeren van dit project. Sommigen van jullie heb ik onderweg 
beter leren kennen; door velen van jullie ben ik geïnspireerd, aangemoedigd of heb ik 
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�jn kunnen sparren. In het bijzonder wil ik Stefan Elbers, Marike Boonzaaijer, Barbara 
Engels, Sander Hermsen, Sonja Barends, Liedeke van der Schoot, Marlies Welbie, OrØlie 
Groenen en Marleen Sol noemen. 

Collega�s van het lectoraat Logopedie en de opleiding Logopedie, in het bijzonder Lau-
rien Brauner, Melissa Krommedam, Gerda Bruinsma en Esther van Niel, wil ik bedanken 
voor hun enthousiasme en interesse in mijn onderzoek, en voor het delen van de passie 
voor het innoveren van het vak samen met de mensen om wie het gaat. Ook wil ik 
de studenten bedanken die hebben bijgedragen aan het project COMPLETE middels 
hun masterscriptie: Sanne Bakering, Tina Mantel, Melanie Merks en Lisa Verheul. En alle 
bachelorstudenten die mij hebben geïnspireerd met hun bachelorscripties en enthou-
siasme tijdens werkcolleges over het samenwerken met ouders in de logopedische 
behandeling.

Graag wil ik mijn bestuursgenoten van Logoscientia en de HUP bedanken voor de waar-
devolle samenwerking en de inspirerende gesprekken. De activiteiten die we samen 
hebben georganiseerd hebben mijn blik verbreed en nieuwe perspectieven geopend. 
Dankzij deze ervaringen heb ik zowel professioneel als persoonlijk nieuwe inzichten 
opgedaan.

Wat ben ik dankbaar voor de creatieve geesten in mijn netwerk. Marrit, hartelijk dank 
voor de prachtige huisstijl die je hebt ontworpen voor het COMPLETE-project. Het logo 
en de kleuren komen steeds weer terug in de verschillende producten, wat alles mooi 
samenbrengt. Ook veel dank aan jou, Karien, voor het ontwerp van de cover van mijn 
proefschrift en het opmaken van de �guur in mijn discussie. 

Tina, wat begon met de begeleiding van jouw bachelorscriptie is uitgegroeid tot een 
waardevolle vriendschap. Tijdens mijn promotie was jij echt mijn cheerleader: altijd 
enthousiast over mijn plannen en je gaf me het vertrouwen dat wat ik deed echt van 
toegevoegde waarde was. Je hebt veel bijgedragen aan het project, en ook daarvoor 
ben ik je heel dankbaar. Wat ben ik blij dat je ook in het laatste staartje van mijn pro-
motie aan mijn zijde staat als mijn paranimf.

Sue, I conducted my Master thesis in Bristol, under your supervision. You were so wel-
coming, invited me to have dinner with you and your husband Paul and invited me 
to join your tennis club. You borrowed me your bike and helmet, so that I was able to 
cycle to the Frenchay hospital. I once heard someone saying that every person has that 
important person that in�uences someone�s path. For me, that person is you because 
you made me believe in myself and in my capabilities as researcher. You were so pos-
itive about my work, about my ideas, that I started to believe that what I was doing 
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was worth it. You supported me in publishing my work, which all was the start of my 
later work about collaboration between parents and speech and language therapists. I 
cannot thank you enough. I am very glad that we continue to collaborate through the 
Collaboration for Communication network.

Rena, my pumpkin mother. It all started in Denmark, where we escaped from a castle 
to a pub to drink a beer. Many exciting trips followed - to Manchester, Newcastle, So�a, 
Utrecht, and, of course, Galway. You were a partner in crime in Jorn’s plan for his mar-
riage proposal to me in Ireland, and you love the story about �the ring in the sock�. I want 
to thank you with all my heart for your support, inspiring conversations, and advice. I 
look forward to many more. 

Sam, it is always fun to work with you. You are so kind, smart, funny and lovely to work 
with. I met you in Bristol during my thesis at the Frenchay Hospital, or what was left of it. 
I feel very lucky that we still collaborate in research! 

To my dear colleagues in the Collaboration for Communication network�Cristina, Kate-
lyn, Sue, Sam, Rena, Penny, Ellie, Margo, Maja, Karen, and Julie�thank you for all the 
inspiring conversations. I am deeply grateful for the opportunity to be the �rst author of 
our paper, which became Chapter 2 of this book. Your support and enthusiasm for my 
work have been invaluable in helping me complete my PhD.

Ingrid, van jou heb ik de kneepjes van het onderzoeksvak geleerd. Eerst tijdens mijn 
onderzoeksstage van KGW en later als jouw directe collega op het project ENGAGE. Voor 
mij is dit een heel waardevolle periode geweest, waarna ik met meer zelfvertrouwen 
kon starten aan het schrijven en uitvoeren van het project COMPLETE. Na een periode 
waarin we beide aan onze eigen projecten hebben gewerkt, gaan we nu weer samen 
aan de slag met het schrijven en uitvoeren van mooie onderzoeksprojecten. Daar kijk 
ik naar uit! 

Dank aan alle lieve vriendinnen die ik om me heen heb, in het bijzonder Merel, Minke 
en Aafke, met wie ik veel heb ik kunnen delen over mijn onderzoek en de combinatie 
werk en privØleven. Mijn lieve jaarclub, mijn (hockey)vriendinnen in Deventer en alle 
lieve, leuke moeders met jonge kinderen die ik in de afgelopen jaren heb leren kennen. 

Dank aan mijn lieve (schoon)familie voor jullie luisterend oor, enthousiasme en inter-
esse in mijn onderzoek. Het is altijd �jn om bij jullie thuis te komen en tijd met elkaar 
door te brengen � of dat nu in Heerenveen, Ter Idzard, Sneek, Diepenveen, Wageningen 
of Amersfoort is. Ik voel me bevoorrecht met zoveel broers, (schoon)zussen, zwagers, 
nee�es en nichtjes om me heen.
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Lieve papa en Rommy, jullie weten als geen ander dat in het ouderschap het geluk van 
je kind uiteindelijk het enige is dat telt. Dat ouderschap ook kwetsbaar maakt en dat 
het vaak onmogelijk voelt om het altijd �goed� te doen, hoeven jullie niet uitgelegd te 
krijgen. De afgelopen periode heeft mij -door mijn promotieonderzoek maar vooral 
ook door mijn eigen ervaringen als moeder - een nieuw begrip van die kwetsbaarheid 
gegeven. Ik weet dat jullie weleens hebben gedacht: Moet alles nu tegelijk? Gezin, pro-
motie? En toch hebben jullie mij altijd de ruimte gegeven om mijn eigen pad te volgen, 
zonder verwachtingen en zonder de lat onnodig hoog te leggen. Jullie wensen mij niets 
anders dan geluk en staan altijd voor mij klaar, ongeacht de weg die ik kies. Lieve pap 
en Rom, ik ben ontzettend blij met jullie en weet: ik onthoud altijd de weg naar huis.

Opa Erik, helaas bent u niet meer onder ons, maar ik wil u in retrospectief bedanken 
voor het vertrouwen dat u in mij had. U herkende mijn ambitie. Ik herinner me nog goed 
dat toen ik begon met de opleiding logopedie, u zei: �Wat grappig dat jij die opleiding 
gaat doen, je was vroeger altijd zo slecht te verstaan.� Later, tijdens mijn master Klinische 
Gezondheidswetenschappen, vertelde ik u enthousiast over mijn masterscriptie. U zag 
het helemaal voor zich en zei: �Jij gaat de logopedie veranderen.� Nou opa, zo ver is het 
nog niet, maar ik moet zeggen dat ik nog regelmatig aan die uitspraak denk. In uw werk-
ende leven speelde u een vooraanstaande rol in de ontwikkeling en organisatie van 
de huisartsenzorg in Nederland, en uw inzet werd zelfs bekroond met een Koninklijke 
onderscheiding. Het is bijzonder om te weten dat ik mijn ambitie voortzet in dezelfde 
geest van toewijding en visie die u hebt uitgedragen.

Lieve mama, ook jij bent helaas niet meer onder ons. Dit jaar is het al 30 jaar geleden 
dat jij bent overleden. Wat jij toen niet wist, is dat ik in jouw voetsporen zou treden als 
logopedist. Ik denk regelmatig: �goh, mama zou me hier eens moeten zien staan voor 
al die logopedisten�.  Dat kleine meisje van vier jaar dat jij achterliet, vaak erg verlegen, 
spreekt nu mensen toe met veel enthousiasme. Zou het toeval zijn dat mijn proefschrift 
gaat over ouderschap? Het heeft me des te meer doen bese�en hoe ontzettend moeilijk 
het voor jou moet zijn geweest om jouw kinderen los te moeten laten. Hoeveel pijn jou 
dit heeft gedaan. Mam, ik sta op jouw schouders en in mij leef jij een beetje door. Dank 
je voor het leven dat je mij hebt gegeven.

Lieve Jorn, wat hebben wij samen bizar drukke jaren achter de rug waarin we alles tege-
lijk wilden: we zijn getrouwd, hebben een huis gekocht, zijn verblijd met twee prachtige 
dochters, we doorliepen beiden een promotietraject, jij in je vrije tijd, en je startte ook 
nog met je opleiding chirurgie in Groningen en Enschede. Het zijn vijf hectische jaren 
geweest, waarin we hoge pieken hebben gekend met onze bruiloft en geboortes van 
onze dochters, en soms ook wat dalen hebben gekend waarin we niet meer wisten waar 
we de energie vandaan moesten halen. We zijn elkaar niet kwijtgeraakt, integendeel, 
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ik hou nog zoveel meer van je. Wat ben jij een teamplayer, je staat altijd voor me klaar, 
voor je dochters, vrienden, familie en collega�s. Hoe vol jouw week ook zit, wanneer 
nodig zorg je dat je tijd voor me hebt. Je steunt me in alle keuzes die ik wil maken, maar 
behoedt me ook voor te veel tegelijk te willen. Dat ene ritje in de bus 315, heeft er voor 
gezorgd dat ik vanuit een hele veilige en liefdevolle basis mijn dromen op werkgebied 
kan najagen en kan combineren met een prachtig en liefdevol gezin. Met jou kan ik de 
wereld aan. Ik kijk uit naar rustiger vaarwater, waarin we samen kunnen genieten van 
ons gezin en de kleine dingen in het leven die ons gelukkig maken. Want dat kunnen 
we zo goed! 

Lieve Jinte en Djoeke, jullie zijn allebei geboren tijdens mijn promotieonderzoek. Jullie 
hebben mij tot moeder "gepromoveerd" � ik denk dat ik dat zo wel mag zeggen � want 
als kersverse moeder heb ik (nu al) ontzettend veel van jullie mogen leren. Het voelt 
als een enorme verrijking dat jullie er zijn en ik geniet intens van ons samenzijn. Lieve 
meisjes, als ik iets heb geleerd van het moederschap en mijn promotieonderzoek, 
dan is het wel het belang van je kwetsbaar durven opstellen. In kwetsbaarheid vind je 
verbinding, en verbinding is goud waard.
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